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. Etditorial . 


John Shaw Billings 


Father of the Army Medical Library 


HE rewards of fame, in the medical 

profession, go, as a rule, to the out- 
standing research workers and surgeons, be- 
cause their work is more or less spectacular 
and appeals to the public imagination. As a 
matter of fact, the things which these men 
do would be impossible, were it not for the 
basic labors of some relatively unknown 
workers who have prepared the way for 
them. Of such was Dr. John Shaw Bill- 
ings, who was born in Indiana, April 12, 
1838, so that the centenary of his birth is 
just past. 

Young Billings sought no short cuts to 
knowledge and capacity, but, realizing that 
true success (sub-+-cedere) lies in the sinking 
of caissons for foundations, he took his 
Bachelor’s degree in Arts from Miami Uni- 
versity in 1857, and his Doctorate in Medi- 
cine (along with an honorary A. M.), from 
the Medical College of Ohio, three years 
later, when he was 22 years old, and then 
took a year of postgraduate work (which 
was not then required or customary) in a 
general hospital, after which he had a 
profitable opening to start in practice, 
where his great talents would easily have 
won him prompt recognition. 

But the disastrous war between the 
States of our Union began about that time, 


and Dr. Billings, out of motives of pure 
patriotism, offered his services to his coun- 
try, passed, at the head of his class, the 
rigid examination for the Medical Corps of 
the Regular Army, in the autumn of 1861, 
and was immediately assigned to active 
duty, although his commission as a first 
lieutenant did not actually reach him until 
the following summer. 

The active military record of Colonel 
Billings during the Civil War is a distin- 
guished one, but can only be touched upon 
briefly here, as it was overshadowed by his 
later accomplishments, both in the Army 
and after his retirement. He organized 
and managed the Cliffburne Army General 
Hospital, in which he also acted as one of 
the operating surgeons, and served as ex- 
ecutive officer of the General Hospital at 
West Philadelphia. In March, 1863, he was 
attached to the Army of the Potomac, and 
served as operating surgeon of the Eleventh 
Infantry, Second Division, Fifth Corps, at 
Chancellorsville, and of the Seventh Infan- 
try at Gettysburg, in both of which battles, 
as every student of our history knows, the 
work of the medical officers was so heavy 
as to exhaust the most robust, and left 
young Lieutenant Billings in such a phys- 
ical condition that he had to be assigned 
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to less arduous, but, in the long view, more 
important duties. 

After a year of executive and adminis- 
trative service, including some confidential 
missions and what amounted to the work 
of a supervising Medical Inspector, he was 
transferred, in 1864, to the Surgeon-Gen- 
eral’s office, where the remainder of his 
active military life was spent. 


With his unusual basic educational equip- 
ment, his remarkable talent for detail work, 
and his wide and varied military experience, 
Captain Billings dealt adequately with the 
many heavy duties to which he was as- 
signed, but when he was placed in charge 
of the collection of about 1,000 books, which 
was known as the Library of the Surgeon- 
General’s Office, he found his own unique 
niche in the scheme of things. The way in 
which he discharged this duty is attested 
by the fact that, when he retired from ac- 
tive service in 1895, this Library contained 
more than 300,000 books and pamphlets, 
and 4,335 portraits. It is now the greatest 
medical library in the world. 


And, in the midst of these tremendous 
labors, he found time, at the request of the 
Treasury Department, to study the con- 
ditions in the Marine Hospital Service (now 
known as the U. S. Public Health Service) 
and draw up a plan for its reorganization. 
Such spare moments as he could find, he 
devoted to his hobby—the then relatively 
new science of microscopy—in which he be- 
came so proficient that he wrote several 
authoritative monographs on various allied 
subjects. 


As his outside duties relaxed and he be- 
gan to devote most of his attention to the 
Library, he conceived the tremendous idea 
of preparing a comprehensive index and 
catalogue of the world’s medical literature 
which, even then, was so extensive that any 
man who was less than a genius in that line 
of work would have been appalled by the 
interminable labor involved. 


In 1872, he began to spend his evenings 
at home in marking great piles of medical 
journals for indexing by the assistants 
whom he was training for that work, and 
four years later, the first printed pages of 
the “Index Catalogue” were submitted for 
comment. This new and monumental un- 
dertaking was received with universal en- 
thusiasm, and the first quarto volume of 
880 pages, largely the work of Billings him- 
self, appeared in 1880. Similar volumes 
have appeared annually since that time, the 
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first sixteen of which were personally edited 
by Billings. 

During this time, with the assistance of 
Dr. Robert Fletcher, Colonel Billings under- 
took, for a private publishing house, the 
editorship of a monthly catalogue of cur- 
rent medical literature, known as the “Index 
Medicus.” For lack of patronage, this im- 
portant service to medical bibliography was 
suspended for a time, but several years ago 
it was combined with the decidedly trun- 
cated “Quarterly Cumulative Index,” pub- 
lished by the American Medical Association, 
and now appears as the “Quarterly Cumu- 
lative Index Medicus.” 

In 1875, Billings prepared the physical 
and administrative plans for Johns Hopkins 
Hospital and, when these were accepted, 
supervised its construction and the installa- 
tion of his system for teaching, accounting, 
the keeping of statistics, and many of the 
other features which have made this insti- 
tution world famous. 


As the work of Billings became known, 
through his lectures and published writings, 
which were many, it was universally ac- 
claimed. The degree of LL.D. was con- 
ferred upon him by the Universities of 
Edinburgh, Harvard, Buda-Pesth, Yale, and 
Johns Hopkins; Munich and Dublin gave 
him their M.D.; and Oxford its D.C.L. The 
list of his memberships in professional and 
other learned societies, at home and abroad, 
would fill half a page. If he had chosen to 
use his immense personal influence he might 
have been Surgeon-General, but he pre- 
ferred the more congenial labors of his 
beloved Library. 


In 1895 he retired from active military 
service, with the grade of lieutenant-colonel, 
and accepted the chair of hygiene at the 
University of Pennsylvania; but when he 
was offered the directorship of the consoli- 
dated New York Public Library, his en- 
thusiasm as a bibliothec would not permit 
him to refuse, and again he became the 
actual creator of a tremendous bookly in- 
stitution. From this service he passed 
away, quite suddenly, on March 11, 1913, 
in the seventy-fifth year of his age. 

Colonel Billings was a man of splendid 
physique, blond with large blue eyes; do- 
mestic in his tastes (five children survived 
him) and affectionate, but not emotionally 
demonstrative. Those who met him in his 
working hours, unless they had some truly 
important business, found him brusque, for 
he never learned to “suffer fools gladly.” 
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The key to his phenomenal success lay in 
the fact that he did thoroughly whatever 
came before him, and was always ready to 
take the next step. 

Three monuments commemorate this re- 
markable physician, who is far too little 
known by the members of the profession he 
adorned: The Army Medical Library; 
Johns Hopkins Hospital; and the “Index 
Catalogue.” Lesser men would be flattered 
by any one of the three. 


A 


Any problem which is faced with complete honesty 
vanishes.—NINA WILCOX PUTNAM, in The Commenta- 
tor, Oct., 1937. 

A 


Lying As a Fine Art 


Turre IS AN ELDERLY PROVERB to the effect 
that “Honesty is the best Policy.” Now, 
honesty is a fine and necessary thing, but it 
certainly is no policy at all, good or bad. 
“Policy” implies a course of conduct arrived 
at after a careful consideration of all the 
circumstances and the elimination of all 
factors which are worthless or harmful. 
Honesty, in the usual acceptation of the 
word, is certainly nothing like that. 

The man who would lie for his own benefit 
or to the injury of another is unworthy of 
respectful consideration; but how about the 
man who lies to save someone else from 
sorrow, pain or disgrace, and frequently to 
his own detriment? Dr. Joseph Collins has 
said, “The longer I practice medicine, the 
more I am convinced that every physician 
should cultivate lying as a fine art.” 

That does not mean that the possession of 
a diploma from a medical school gives a 
man license to lie, under conditions where 
it would be unworthy or shameful for a lay- 
man to do so, but merely that his profes- 
sional status confronts a doctor with certain 
situations, not met in ordinary relations, 
where the question of a “policy” is impor- 
tant. 

The physician who would falsely state 
that he fully understood a case which was 
still dark to him; that he had cured or could 
cure a condition known to be incurable, by 
present methods; that a condition was in- 
curable when, as a matter of fact, there 
were means of curing it, but not within his 
powers; or other similar matters, does an 
irreparable injustice to his patients and 
prostitutes his professional and personal 
character. 

But how about the patient with a truly 
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Or the 
one whose condition is serious, but remedi- 
able—provided he can maintain emotional 


and definitely incurable malady? 


or mental tranquility? Would anything be 
gained by signing such a man’s death war- 
rant in his presence? Collins says, again, 
“Doctors should be detectives and counsel- 
ors; not juries and judges.” 

Under such circumstances it is generally 
best to tell the patient’s family the true con- 
ditions, but this is not always the case. 
Sometimes the immediate relatives and 
friends can, by helping the doctor to delude 
the sick man, make his last days pleasant 
and comfortable, when otherwise they would 
be unspeakably terrible. But at other times 
these good people, with the best intentions 
in the world, can and will undo in a moment 
all the good which the conscientious physi- 
cian has painstakingly wrought. This is 
where the fine art comes in—the art of esti- 
mating the situation and determining wisely 
what and how much truth to tell, and to 
whom. 

Then there are the physicians who, in 
order to impress a patient with their 
thoroughness and erudition, or for some 
worthier, if obscure, motive, give him all 
laboratory reports, roentgenograms, and 
similar documents, thus permitting him to 
hamper subsequent consultants by the un- 
instructed but obstinate judgments at which 
he arrives by poring over matters which 
were never intended for his eyes. Such a 
course of conduct appears to us to embody 
a mistaken conception of “honesty,” even 
under the most charitable interpretation 
which can be put upon it. “A little learning 
is a dangerous thing.” 

Hope is a tonic whose power and value 
are too little appreciated by most physicians. 
Administered judiciously, it has often 
proved itself an adjuvant in the cure of 
apparently irremediable conditions; while 
its untimely withdrawal has frequently de- 
termined a fatal issue under circumstances 
where, with its help, the patient might have 
gone on to complete recovery. Like all other 
powerful remedies, its use or withholdment 
are matters for the decision of ripe pro- 
fessional judgment. 

In the ultimate analysis, what is “the 
truth”? For us, it is nothing more than 
the way things appear to us, at the moment. 
An hour later, the discovery or recalling of 
a fact previously overlooked may change the 
whole aspect of the situation and make the 
“truth” which we told a disastrous false- 
hood. In our false pride, we feel that we 





Editorial Department 


must bolster up our professional reputations 
by assuming an air of omniscience and 
making diagnoses the first time we see our 
patients. Here is one of the points where 
honesty should be developed into a settled 
policy. 

We must study every patient, completely 
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ties, notably the allergists, have laid claim 
to it. A good deal of sound work is being 
done on this condition, and some day we 
may know all about it. Meantime, the 
physician who is sincerely trying to do 
something for his patients, is justified in 
making use of any reasonable suggestion 


and meticulously—body, 
emotions, mind, and 
spirit (or character)— 
in order that we may 
come as near as possible 
to knowing the truth, 
ourselves; and then tell 
him as much of what 
we have discovered as 
will best enable him to 
cooperate with us in re- 
storing him to health— 
and no more. 

This is an essential 
part of the Art of Medi- 
cine—to know the truth, 
as accurately as we are 
able; to establish a 
policy of honesty in all 
personal matters; and 
to lie, with artistry and 
discrimination, when it 
becomes necessary to do 
so, in order to establish 
that larger and higher 
honesty which means 
doing the thing which 


is best for a patient, whether he likes it 


or not. 
A 


A curse far worse than that of Cain is upon the 
one who abuses the faith of his fellow men. 


MANLY HALL. 


A 


Migraine and the Ovaries 





NEXT MONTH 


Dr. Charles Pierre Mathé, of 
San Francisco, will make some 
practical suggestions regarding 
the diagnosis and treatment of 
ptosis of the kidney in obese 
patients. 

Dr. Charles J. Drueck, of Chi- 
cago, will discuss the diagnosis 
of carcinoma of the colon and 
rectum. 

Dr. Edwin W. Hirsch, of Chi- 
cago, will describe the treatment 
of prostatic enlargement by the 
Steinach ligature operation. 


COMING SOON 


“Light on the Cardiac Prob- 
lem,” by F. Le Blanc, M.D., Chi- 
cago, Ill. 

“Notes from the American Col- 
lege of Physicians,” by George 
B. Lake, M.D., Waukegan, III. 


and_ the 





for the relief of these 
incapacitating attacks, 
no matter how emperic 
it may be. 

Among the newer 
ideas, the association of 
this disorder with de- 
ficiency of the female 
sex hormone seems to 
have a sufficient foun- 
dation to warrant more 
extensive study and 
clinical experimenta- 
tion, especially as most 
of the sufferers are 
women in the child-bear- 
ing period. A number 
of articles on the sub- 
ject have been published, 
that by Glass (Endo- 
crinology, May, 1936, 
page 333) being one of 
the most informative. 

Laboratory tests have 
shown that migrainous 
women generally have 
an excess of Prolan A 


and a deficiency of estrogenic substances; 
administration, 


preferably by 


mouth, of potent preparations of the latter, 


just why. 


has produced some decidedly encouraging 
results, although no one seems to know 


There is enough background for this 


Miicraine still remains largely an unknown 
country, although several medical special- 


method of treatment to warrant giving it a 
serious trial in cases which do not yield to 
other therapeutic efforts. 
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Oxidation-Reduction in Colloidal 
Chemistry 
M.D., Chicago, Ill. 


By F. LeBLANC, 


T HAS been said that, while it appeared 

to be the function of the nineteenth 
century to observe the simplicity and unity 
of natural phenomena, the twentieth seems 
rather to discover the complexity and intri- 
cacy of the pattern. 

This is most striking to the student who 
wishes to understand the mechanism by 
which cells obtain energy by oxidation of 
nutritive material, resulting in a general 
development of reducing conditions for their 
growth. 

According to Wieland, “The living cell is 
no furnace wherein all materials may be 
indiscriminately oxidized.” There is a good 
deal of ambiguity in the terms, oxidation 
and reduction. 


Oxidation and Reduction 


L. F. Hewitt, of England, opens the first 
chapter of his late book on the above sub- 
ject with these words: 


“Oxidation-reduction systems play so inti- 
mate and so essential a part in living organ- 
isms that life itself might be defined as a 
continuous oxidation-reduction reaction. It 
is not surprising, therefore, that theoretical 
speculations and experimental studies on 
oxidation and reduction processes, in animals 
and plants, have been actively pursued since 
the isolation of oxygen over 150 years ago. 
The dependence of animal life on the mainte- 
nance of an adequate oxygen supply has, 
rather naturally, dominated the outlook and 
led to the assumption that oxygen itself is 
an essential reactant in all biological proc- 
esses, a view which was vigorously criticised 
by Pasteur. 

“The attention devoted to oxygen gas has 
tended to obscure the mechanism of bio- 
logical processes, many of which are not 
dependent upon the direct participation of 
oxygen. 

“Biological systems cannot be expected to 
yield to study unless there is available a 
means of measuring their oxidizing or re- 
ducing properties and of describing, in 
quantitative terms, the stage of oxidation 
or of reduction reached in an oxidation- 
reduction reaction. Other methods of study 
than that of gas analysis and, above all, a 
different aspect, are necessary in order to 


proceed to even the faintest understanding 
of the fundamental features of biological 
processes.” 

“Oxidizing agents are substances capable 
of parting with electrons, and reducing 
agents are those able to take up electrons. 
. . . Since oxidation and reduction reactions 
are, by definition, electronic migrations in- 
volving exchanges of electric charges, it 
becomes clear that the quantitative study 
of oxidation-reduction processes will be 
effected by measurements of electric poten- 
tial differences.” 


Clark and his collaborators have studied 
a considerable number of dyes which behave 
as oxidation-reduction indicators, giving a 
rather simple and universal application of 
pH measurements; however, Hewitt feels 
that the most reliable method consists in 
measuring the Eh (electric potential) , which 
is the direct electrometric determination of 
the potential. 


Biologic Systems 


If we are to apply these measurements 
to biologic systems of colloidal solutions, we 
are here dealing with heterogeneous sys- 
tems, having two parts which do not mix 
with one another. The name “phase” was 
suggested, by Willard Gibbs, for each com- 
ponent of such systems. The phase which 
is usually called the “dispersed” or “internal” 
phase consists of the separate particles sus- 
pended in the “continuous” or “external 
phase.” 

In blood and lymph there is a constant 
interaction between these two phases, and 
as there has always been some dispute as 
to the source of the charge on protein par- 
ticles, I feel that we should examine the 
nature of such systems. As Ludlum has 
shown concerning the protein particles of 
the blood plasma, which he calls the chylo- 
microns, each particle is a system consisting 
of a fatty nucleus, surrounded by a conju- 
gated protein covering which he has meas- 
ured and found to have the pH range of a 
mixture of albumin and globulin. He fails, 
however, to mention that this conjugated 
protein consists of all the adsorbed meta- 
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bolites and electrolytes of the blood, which 
may be free or bound, according to the state 
of either dehydration or hydration of the 
protein particle or chylomicron. 

The simplest protoplasm is an intricate 
colloidal system, which can better be studied 
and understood by comparing simpler bi- 
phasic colloidal systems, as was done by 
Martin Fisher in his careful study of the 
behavior of his so-called “water dissolved 
in X” systems. When we say that proto- 
plasm behaves like a hydrophilic (lyophilic 
or solvated) colloid, we must first differ- 
entiate between a lyophilic and lyophobic 
colloid. 

A lyophobic colloid results whenever the 
colloidally dispersed phase is not a solvent 
for water and its emulsification yields only 
a hydrophobic system. 


A lyophilic colloid, on the other hand, re- 
sults when the dispersed material is such a 
solvent; for instance, water is soluble in 
soap, and a mixture of this with water 
yields a hydrophilic system. Fisher shows 
that, in addition to the solvated soap, we 
may have also solvated phenol, quinolin, 
gelatin, fibrin, or casein; that is, a system 
where water is dissolved in these substances 
and is no longer “free,” but bound and com- 
bined with the material, which is hydrated 
(solvated). The protoplasm of tissues holds 
water because of its contents of hydrophilic 
colloids and is comparable to the solution of 
the water in phenol; the secretions from the 
body (urine, sweat, gastric juice), on the 
other hand, to a solution of the phenol in 
water. 


Protoplasm and blood serum are, in 
essence, not, as is generally held, solutions 
of X in water, but a system of inverse type, 
a solution of water in X. As proof, Fisher 
cites the high electrical resistance of cells 
and body fluids, as compared with the ap- 
proximately “normal” conductivity exhibited 
by the secretions. He says: 


“The first fact which strikes the student 
investigating the electrical resistance of 
cells or biologic fluids is its height. 


“In spite of the conclusion that a ‘physi- 
ologic’ salt solution (say a 0.7 or 0.9 per- 
cent solution of sodium chloride) is supposed 
to be ‘osmotically’ comparable with that of 
the salts ‘dissolved’ with the ordinary living 
animal cell or its fluid, the former will regis- 
ter, with a standard pair of electrodes, only 
one-fifth to one thirty-fifth the electrical 
resistance of uninjured cells, muscle tissue, 
lymph, blood, egg-white, or egg-yolk. This 
old biologic truth can be understood only by 
denying to the salts found in protoplasm 
any large existence in uncombined form or 
by concluding that the cell is a different 
sort of solvent for these salts than is water. 


“The high electrical resistance character- 


istic of living protoplasm cannot be observed 
in solutions of the type phenol-dissolved-in- 
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water, but only in those of the type water- 
dissolved-in-phenol. 

“When it comes to the changes in elec- 
trical resistance evidenced by living célls 
when subjected to intoxication, injury, or 
environmental change, the following find- 
ings are noted by all observers: Through 
the action of acids or alkalies, the electrical 
resistance of protoplasm is reduced. In 
similar fashion, acids and alkalies are most 
powerful in decreasing the electrical resist- 
ance of hydrated phenol.” 

It is interesting to note that, parallel to 
the behavior of any hydrated (solvated) 
colloid, sulphuric acid or concentrated mix- 
tures of soap in water (water dissolved in 
soap) assume peculiar behaviors. Take, as 
an example, concentrated sulphuric acid 
which, in the presence of an indicator such 
as methyl red, turns bright yellow; in other 
words, the mixture is alkaline. But, if one 


‘adds a considerable amount of water (about 


1/3 of its volume), the mixture registers a 
neutral reaction, and then, with still more 
water, the progressively increasing bright 
red of an acid reaction results. 
Concentrated soap mixtures also act neu- 
tral to an indicator like phenolphthalein, 
while more dilute ones are intensely alkaline. 


The phase reversal of water in X to X in 
water is also striking, when observing the 
following refractometric index variations by 
addition of water to the solvated sulphuric 
acid: 

No. of cc. of 


water added 
to 50 cc. of 


Water dissolved in X, 
or bound in hydrated 
(solvated) system. 


or water free in a de- 
hydrated system. 


Fisher remarks: “When we have discov- 
ered the laws of concentrated solutions, 
viewing these from a colloid or dispersoid- 
chemical point of view; when we have fa- 
miliarized ourselves with the physico-chemic 
and colloid-chemic behavior of systems of 
the type, water dissolved in X, we shall find 
ourselves possessed also of the laws which 
govern the behavior of protoplasm under 
physiologic and pathologic circumstances.” 

In blood and lymph, as well as protoplasm, 
water and its metabolites and electrolytes 
are bound and not free (as in the dilute salt 
solutions of the physical chemist) ; they are 
solvated colloids. 


Hydrophilic colloids are possessed of all 
the powers of taking up and giving off 
water shown by the living cell and the pro- 
tein particles of the blood serum, while they 
have, at the same time, all the powers of 
taking up and giving off dissolved sub- 
stances which are characteristic of living 
matter. 


hen dissolved in water, 
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As Ross Aiken Gortner expressed it, “The 
conception of a bound % > free-water equi- 
librium in vital processes opens up possibili- 
ties of again investigating obscure or baf- 
fling biologic processes with, I believe, a fair 
chance of making some outstanding con- 
tributions to biology and medicine. 

“There is every reason to believe that the 
fundamental colloid principles which govern 
the behavior of the protoplasm of an amceba 
are essentially the same as those which 
govern the reactions of the protoplasm in 
the cells of the human body. The human 
body is more complex, in that its reactions 
involve the interrelationship of cells and 
their mutual responses; nevertheless, in the 
last analysis, we must interpret its reactions 
in terms of the colloid chemistry of the 
protoplasm. I have suggested two fields 
where much-needed research should be un- 
dertaken, the study of bound and free water 
as factors in physiologic response and the 
effect of unbalanced inorganic systems on 
the higher organisms.” 


Hydration and Dehydration 
(A. R. S. and C. O. D. Phases of Petersen) 


This brings us to McDonagh’s concept of 
hydration (bound water) and dehydration 
(free water) concerning the dispersed or 
internal phase of colloids, in relation to the 
continuous or external phase. He calls “con- 
ductors” those bodies which part with elec- 
trons, to which the term, “oxidizing,” used 
to be applied, and “condensers” those bodies 
which receive electrons from other bodies, 
to which the term, “reducing,” used to be 
applied. 

Considering two “conductors,” one of 
which parts with its electrons more readily 
than the other, the former will be the con- 
ductor and the latter the condenser; the 
same holds true with two condensers, where 
one acts as conductor to the other, which is 
still a more powerful condenser. In the 
interaction of copper and zinc, copper be- 
comes the condenser, because zinc parts 
more readily with electrons than copper. 

Normally, the blood’s protein particles 
behave as condensers, and an infection will 
not result until the invader proves to be the 
stronger condenser. In the colloid state, 
bodies act as conductors and condensers; if 
in the crystalloid state, they function as 
acids and alkalies or kations and anions, in 
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which case the protein particles are driven 
into true solution. 

McDonagh feels that the amphoteric pro- 
tein bodies (particles) behave as conductors 
by liberating a positively functionating 
hydrogen atom from their carboxyl groups, 
and as condensers in virtue of their amino 
groups. If conductors produce too sudden 
dispersion (dehydration), intravascular clot- 
ting results; whereas shock is induced by 
too sudden condensation (hydration). 

The whole problem is a formidable one, 
if it be considered that oxidation-reduction 
phenomena occur, not only between each 
cell’s cytoplasm and its nucleus, but also 
between cells and the fluids bathing them. 
McDonagh follows oxidation-reduction proc- 
esses between two great systems,the dynamic 
and static; the former, such as blood, lymph, 
cerebrospinal fluid, synovial fluid, etc., where 
the dispersed phase is a solid in a liquid 
dispersion medium, and the latter, such as 
the various cell systems, where the phases 
are reversed, the liquid phase being dis- 
persed in a “solid” dispersion medium. 

According to McDonagh, this disequili- 
brium between the various colloid systems 
causes all the manifestations of disease. He 
deplores the fact that it is impossible, for 
the present, to measure the Eh (electropo- 
tential) of these interlocking minute sys- 
tems, and, therefore, has brought forward 
the different tests suggested in his volumes, 


. which may elucidate the changes of dehy- 


A 


dration and hydration of the protein par- 
ticles from the drawn blood. It is interest- 
ing to note, in parallelism, that as there is 
no oxidation without a concomitant reduc- 
tion; there is no dehydration without a cer- 
tain amount of hydration. These facts may 
help in the interpretation of the blood pic- 
tures. 

Finally, the chemotherapeutic views of 
McDonagh, affecting the protein dynamic 
particles of the blood, are based upon 
oxidase-reducase reactions, and the drugs 
which he has developed so far have proved 
to be the most effective ones we have in 
altering the disequilibrium created by the 
action of the invader upon the host’s de- 
fensive mechanism, which resides on the 
surface of the dynamic protein particles. 

1150 No. State St. 


THE TUBERCULOUS PATIENT 
The power of resistance to tuberculosis is governed, not only by mate- 


rial conditions and 


physical exercise, but by the mental state. 


I am 


convinced that enforced idleness leads to destruction of moral fibre—an 
aspect hitherto neglected by medical men, who paid too much attention 
to the lung and too little to the organism in which it was situated.— 
Sir P. VARPIER-JONES, M.D., in Med. Rec., Sept. 15, 1937. 





Sulfanilamide in Gonorrhea 


(A Report of 120 Cases) 


By S. W. BROWNSTEIN, M.D., Chicago 


ITH the recent introduction of Sul- 

fanilamide in the treatment of gon- 
orrhea, venereology has made a phenomenal 
advance in the field of therapeutics. It has 
brought to light a chemotherapeutic agent 
capable of transforming the hitherto re- 
calcitrant and almost unconquerable gonor- 
rhea into a condition easily and quickly 
controlled. 

Time was, not so long ago, when the 
methods of treating gonorrhea were as 
many and as varied as the fancies and 
whims of the venereologists engaged in the 
battle against the disease. A thousand and 
one anti-gonorrheal remedies, from sugar 
pills to dynamite, have been tried repeatedly 
and have usually failed to bring about the 
desired results. Instillations and irriga- 
tions, from spring water to Egyptian em- 
balming fluids, have been used with engi- 
neering precision; but the gonococci, as a 
rule, have continued undisturbed in their 
work of destruction. 

In the past few years civilized nations 
have become syphilis conscious, and in some 
parts of the civilized world concerted action 
has brought satisfactory results in the con- 
trol of syphilis, but decidedly not so of 
gonorrhea. 

Since the discovery of Sulfanilamide and 
its clinical application in the treatment of 
gonorrhea, this condition has changed, for 
through the judicious use of this drug, 
gonorrhea has become definitely a curable 
and controllable disease. 

For a period of about four months, I have 
confined myself to the exclusive use of 
Sulfanilamide as a remedial agent in the 
treatment of 120 male gonorrhea patients 
at the Social Hygiene Clinic. About 80 per- 
cent of these were new patients who pre- 
sented all the classic symptoms of acute 
gonorrhea on their first examination. The 
other 20 percent were old, stubborn cases of 
gonorrhea, many of whom had been visiting 
the clinic twice a week for nearly a year, 
with frequent returns of positive smears 
and cloudy urine, in spite of urethral injec- 
tions and irrigations, internal remedies, and 
hygienic care. 

I shall describe here the method I have 
used in the successful treatment of the 
number of patients mentioned, and give 
some of the impressions obtained and con- 
clusions arrived at in the course of my 
personal experience with the cases referred 
to in this paper. 


Technic of Treatment 


In accordance with a rigid rule of the 
Clinic, the patient, on his first visit, was 
stripped and carefully examined from head 
to foot. After blood was obtained for sero- 
logic tests, a smear was taken from the 
urethral discharge and sent to the labora- 
tory technicians for immediate microscopic 
examination. As soon as the “pus and 
gonococci present” slip was returned from 
the laboratory, confirming the clinical find- 
ings already recorded on the examination 
card, the patient was informed of the nature 
of his disease, of its communicable danger, 
and also of the importance of his com- 
pelling interest and cooperation in bringing 
about a speedy recovery. The usual gonor- 
rhea chart was then issued, together with 
a card containing a special diet list and a 
decalogue of hygienic rules, which he was 
instructed to observe religiously. In my 
experience these preliminary instructions 
are just as important in the successful 
management of gonorrhea cases as is the 
medicinal treatment itself. 

The patient’s hemoglobin and cell count 
were checked up before treatment was 
started. This measure was adopted for the 
purpose of comparing, during the course of 
treatment, the changes, if any, in the cell 
count or hemoglobin, as manifestations of 
undesirable systemic effects produced by the 
drug administered. The patient was then 
ready for his course of treatment. 


The first 30 cases of acute gonorrhea were 
divided into two groups, one of which was 
treated with Sulfanilamide minus local in- 
jections, the other with Sulfanilamide plus 
urethral injections of a mild silver solution 
twice daily. I watched the patients in each 
of these groups with increasing interest, 
and was soon convinced that the quickest 
and surest results were obtained by the use 
of urethral injections for the first eight 
days of treatment, in addition to the use of 
Sulfanilamide internally. The latter method 
was promptly adopted in the treatment of 
all acute cases of gonorrhea. 


Every new or acute case with a positive 
smear was given Sulfanilamide according 
to the following dosage scheme: 60 grains 
(4 Gm.), in 4 equally divided doses, the first 
24 hours of treatment; 40 grains (2.65 
Gm.) a day, in 4 equally divided doses, for 
the next three days; 30 grains (2 Gm.) a 
day, in 3 equally divided doses, for the fol- 
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lowing five days; 20 grains (1.32 Gm.) a 
day, in 4 equally divided doses, for a period 
of ten days. All treatment was then dis- 
continued for the next five days. 

After this short rest the patient was again 
given Sulfanilamide in 10-grain (0.65 Gm.) 
doses twice a day for the next five days, 
after which he was carefully reexamined 
for any possible evidence of latent or inac- 
tive gonorrheal infection. Blood for compli- 
ment fixation tests was taken and prostatic 
fluid for smears and cultures was obtained 
for laboratory examination. 

None of the cases thus treated developed 
complications such as the familiar epididy- 
mitis or terminal hematuria, nor was there 
any manifestation of systemic disturbances 
requiring medical interference, at any time 
in any of the cases thus treated. During 
the time Sulfanilamide was administered in 
10- or 15-grain doses 3 or 4 times a day, the 
patient was advised to take a quarter of a 
teaspoonful of bicarbonate of soda in water 
daily, and was also warned against the use 
of saline cathartics. 


Results 


In examining the record sheets of the pa- 
tients, it was found that, in all but 3 of the 
96 cases of acute gonorrhea treated with 
Sulfanilamide, the results obtained were 
remarkable. The patients became free from 
local symptoms, on an average within two 
or three days after their first treatment. 
Generally the urethral discharge completely 
ceased and the urine became clear after the 
first 48 hours of treatment. All smears 
taken after the third day of treatment were 
negative for gonococci. 

The three cases that continued for a week 
or ten days to give positive smears, regard- 
less of their perfectly clear urine, were 
found to be workers continually on their 
feet for 8 or 10 hours a day. They were 
given daily urethral irrigations with a 
warm, mild solution of potassium permanga- 
nate, and were advised to rest for a few 
days, in addition to the continuation of 
large doses of Sulfanilamide. One week 
later these too responded favorably; the dis- 
charge ceased and the smears finally became 
negative for gonococci, and continued to 
yield negative findings until these patients 
also were finally discharged. 

A similar plan of treatment was adopted 
for the stubborn, old cases of gonorrhea, 
which manifestly resisted the old systems 
of treatment. They were given Sulfanila- 
mide, 10 grains 4 times a day, for a period 
of four days; then 10 grains 3 times a day 
for the next 10 days. The results were 
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excellent. The urine cleared up, the dis- 
charge disappeared, and all the urethral 
smears thereafter obtained, proved negative 
for gonococci. 

All cases treated with Sulfanilamide, re- 
gardless of their continued negative labora- 
tory findings and the complete disappear- 
ance of all their local symptoms, were 
instructed to come back twice a week for 
observation and repeated tests. No patient 
was discharged before thirty days had 
elapsed from the day of his first treatment. 


Comments 


I am of the opinion that the administra- 
tion of very large doses of Sulfanilamide 
for too long a time is not only detrimental 
to the general health of the patient, but 
also frequently retards complete recovery. 


A few months ago a patient came to the 
clinic for anti-gonorrheal treatment. He 
had read in the newspapers and magazines 
about Sulfanilamide, so he had bought 600 
of those “wonder tablets” from some drug- 
gists, 100 tablets in a bottle at a time. After 
taking from 80 to 100 grains (5.32 to 6.65 
Gm.) a day (as advised by the dispenser), 
during a period of about a month, the pa- 
tient found it necessary to seek medical aid 
at our clinic for a “dizzy head and a lot of 
pains and aches all over the body,” plus a 
flourishing specific urethritis, in spite of the 
heroic doses taken. 

The possibility that Sulfanilamide may 
be dispensed over the drug store counter, 
like Aspirin or Alka Seltzer, is something to 
be given serious consideration. The gov- 
ernment may soon discover that its tireless 
and sincere efforts to control venereal dis- 
eases will be seriously interfered with by 
this evil practice. The dispensing druggist 
is neither qualified to diagnose and treat 
venereal diseases, nor is he sufficiently in- 
terested in reporting his cases or in dis- 
covering the sources of infection, all of 
which is so vitally important in controlling 
the spread of these diseases. This evil 
must be stopped by all means! 

Sulfanilamide evidently produces a tempo- 
rary biochemical condition of the body 
fluids, strongly antagonistic to gonococci. 
The complete disappearance of all the 
local symptoms, and the repeated negative 
laboratory findings obtained after the early 
and judicious use of this efficient thera- 
peutic agent, bring me to the logical con- 
clusion that Sulfanilamide is, at present, 
the quickest and most effective treatment 
for gonorrhea. 


7 W. Madison St. 





The Postoperative Treatment of 


Exophthalmic Goiter 


By LINDON SEED, M.S., M.D., F.A.C.S., Chicago 


MMEDIATELY after an operation for 

exophthalmic goiter the patient needs: 
(1) fluids; (2) sugar; (3) morphine; and 
(4) iodine. The administration of these 
four substances constitutes 90 percent of 
the postoperative treatment. Since, after 
this is carried out, there is very little else 
that one can do, it is imperative that it be 
carried out well. 


Fluids 


The fluid requirement after a thyroidec- 
tomy for exophthalmic goiter is larger than 
that after almost any other operative pro- 
cedure. Three thousand (3,000) cubic centi- 
meters of fluid in the first twenty-four hours 
is probably the minimum; 4,000 cc. is better; 
and 5,000 cc. is needed under many circum- 
stances. The ease with which fluids can be 
given by the intravenous or the subcutane- 
ous route often leads to disregard of the 
more effective administration by the oral 
route. In addition to the fact that no one 
as yet has devised a better way of giving 
fluids than by mouth, it seems that a glass 
of water, taken into the stomach, is more 
useful to the organism than twice that 
quantity injected under the skin or into a 
vein. Since after a thyroidectomy the gas- 
tro-intestinal tract is intact and uninjured, 
little caution need be exercised in the oral 
administration of fluids. A persistent effort 
will usually overcome the two obstacles to 
administration by this route—difficulty in 
swallowing, and vomiting. 

The difficulty in swallowing begins soon 
after the operation and reaches its maxi- 
mum in about twenty-four hours. Conse- 
quently the administration of fluids should 
be begun as soon after the operation as pos- 
sible, for the effort to swallow will be more 
successful within the first twelve hours than 
in the second twelve hours. The tendency 
for the liquid to enter the larynx, causing 
a paroxysm of coughing, is greater when 
the patient is in a semireclining position 
than when she is in an erect position. The 
distress is only a little greater on boldly 
and quickly swallowing a large quantity of 
water than on sipping a few drops at fre- 
quent intervals. If the patient is instructed 
to sit up in bed, take a glass of water in 
her hand and drink it, distressing though it 
may be, she will usually succeed in drinking 
half a glassful. If a fit of coughing starts 
some bleeding, the surgeon will automat- 
ically be more careful of the hemostasis in 
future operations. 


Vomiting, the second hindrance, is due in 
part to the anesthesia, in part to the disease 
itself, and occasionally to morphine. With- 
holding of fluids by mouth does not lessen 
the vomiting; on the contrary, the patient 
will feel happier if she has something in the 
stomach to vomit, and the resulting involun- 
tary lavage may stop the vomiting. A 
change of liquids is helpful; one of the car- 
bonated beverages, especially ginger ale, 
may be satisfactory. 


If the vomiting persists, one must turn to 
one or more of the three remaining methods 
of administering fluids. Of these methods, 
proctoclysis is the most inaccurate, but has 
the virtue of being the least distressing. If 
a proctoclysis is continued intermittently 
for twenty-four hours, the patient will 
nearly always absorb at least 1 liter. Physi- 
ologic saline solution is better than plain 
water, for it will counteract the hypochlor- 
hydria not uncommonly resulting from the 
loss of chlorides due to excessive sweating. 
Venoclysis is, in many ways, preferable to 
hypodermoclysis, but it has one serious 
drawback in that, when the patient is ex- 
tremely ill (when one most earnestly wishes 
to use the intravenous method), she is so 
restless that the needle cannot be main- 
tained in the vein. 


Sugar 


Sugars are most effectively given by 
mouth. If the nurse will shift from grape 
juice to orange juice, to lemonade, or to 
ginger ale, the amount of sugar that will be 
taken in will be surprising. If vomiting 
prohibits oral feedings, the sugar must be 
given parenterally. The absorption of dex- 
trose administered by proctoclysis is very 
uncertain. A 5-percent solution of dextrose 
in physiologic saline solution is readily ab- 
sorbed when given by hypodermoclysis; 
2,000 cc., administered in the first twenty- 
four hours, will usually be adequate. If it 
is given intravenously, the sugar may easily 
appear in the urine when the rate of ad- 
ministration is too fast. To increase the 
nourishment, the intake of food is increased 
as rapidly as possible, and everything that 
the patient will eat is included. 


Morphine 


Morphine is essential for rest. Hypo- 
dermic injections of 1/6 grain (0.01 Gm.) 
should be used freely. If the patient has 
an idiosyncrasy and becomes restless or 
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vomits, a grain (0.06 Gm.) of codeine forms 
an excellent substitute. 


Iodine 


The administration of iodine should be 
continued for at least a week following the 
operation. Its withdrawal is not a calami- 
tous blunder, but it can be followed by a 
sharp exacerbation of the symptoms several 
days later. The iodine can be conveniently 
given on the first day in the form of Lugol’s 
solution (100 drops) in the proctoclysis, or 
as sodium iodide, 15 grains (0.9 Gm.) in the 
hypodermoclysis or venoclysis. On _ the 
second day, Lugol’s solution can again be 
given by mouth. It is continued as long as 
the physician sees fit—as long as there is 
any doubt in his mind as to whether the 
thyrotoxicosis is completely controlled. The 
drug can do no harm and may be of some 
benefit. If it seems advisable to give it over 
a long period of time, the dose should be 
reduced to 5 drops once or twice daily. 

Following the operation the patient is 
placed in bed in a semisitting position. If 
the position is comfortable, it is maintained; 
if not, there is no reason why it cannot be 
altered. The peak of the postoperative re- 
action is usually reached on the second 
night. On the third day the patient’s com- 
fort will be enhanced and recovery hastened 
if she is allowed to be out of bed. At this 
time neuralgic pains about the occiput, in 
the front of the chest, or in the teeth may 
be very troublesome. A standing order for 
1 grain (0.06 Gm.) of codeine sulphate and 
10 grains (0.6 Gm.) of acetylsalicylic acid, 
either or both or any part of either or both, 
whenever necessary, will be found very com- 
forting to both the patient and the physician. 


Cough 


A certain amount of mucus and cough 
follows every thyroidectomy. There is no 
good reason why it is greater in one patient 
than in another; furthermore there is no 
way by which it can be prevented. The 
common cough remedies are useless; they 
have all been tried and found wanting. The 
only useful prescription is any vehicle con- 
taining from % to 1 grain (0.05 to 0.06 
Gm.) of codeine per dose. If the mucus is 
thick, benefit may be derived from the inhal- 
ation of steam, which is most efficiently 
accomplished by means of one of the new 
electric steam inhalators. The vapor may 
be flavored by the addition of compound 
tincture of benzoin to the boiling water. 


Care of the Wound 


Drains can safely be removed at the end 
of forty-eight hours. Skin sutures must be 
out in seventy-two hours. If they are left 


in longer they will leave permanent stitch- 
Whatever the technic, at the 


hole marks. 
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end of from five to seven days serum col- 
lects under the skin flaps along the scar. 
It can be found on palpation, as a soft, 
fluctuating area in the scar. If these soft 
spots are not punctured with the sharp 
point of scissors they may enlarge and 
spread the scar before they rupture spon- 
taneously. 

After three weeks the field of operation 
is a hard, fixed mass; the entire scar rises 
on swallowing; and there is a feeling of 
numbness in the skin and tightness in the 
throat. Six months or more will elapse 
before the skin, fascia, and muscles become 
freely movable. Although nature, unaided, 
will accomplish this as rapidly as it can be 
done, for psychologic reasons it is advisable 
to recommend massage with cocoa butter. 


Postoperative Complications 


The immediate postoperative complica- 
tions peculiar to a thyroidectomy are: (1) 
crises; (2) hemorrhage; (3) obstructive 
dyspnea; and (4) tetany. 

1.—Crises:—A crisis or thyroid storm is 
an exaggeration of the normal postoperative 
reaction. It is characterized by marked 
restlessness, a very rapid pulse rate, a high 
temperature, vomiting, and delirium. Its 
treatment is identical with the ordinary 
postoperative treatment; that is, the ad- 
ministration of fluids, sugar, morphine, and 
iodine. When the temperature rises above 
103° F., cool sponges and ice bags placed in 
the groin and axilla tend to bring it down. 
If the pulse rate is very rapid, but regular, 
digitalis is of no use. If there is a rapid 
auricular fibrillation, intramuscular injec- 
tions of one of the digitalis derivatives are 
distinctly helpful. 

2.—Hemorrhage :—Postoperative bleeding 
occurs in two forms, more commonly in 
combination. In one form the blood leaks 
out around the drain or through the inter- 
stices of the wound, to saturate the dress- 
ings, without backing up within the struc- 
tures of the neck. In this circumstance one 
is concerned chiefly over the actual loss of 
blood. In the other form the blood does not 
appear on the dressings but is retained in 
the neck, filling it with large clots. Here 
one is deeply concerned over the danger of 
obstructive dyspnea. A typical history of 
such a case is as follows: 

On the afternoon of the operation the pa- 
tient complains because the bandage is too 
tight. At about the same time it is noticed 
that the dysphagia has increased, so that 
swallowing is impossible; upon any attempt 
at swallowing the liquid enters the trachea, 
causing a fit of coughing. Toward evening 
the patient complains bitterly of a choking 
sensation and difficulty in breathing. Soon 
after there appears a faint wheeze on deep 
inspiration, which by morning is a loud 
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inspiratory stridor. On examination, the 
neck is seen to be diffusely enlarged, as 
though by something beneath the strap 
muscles, and the subcutaneous tissues about 
the jaw are markedly edematous. The 
wound is opened, and huge clots are scooped 
out from the thyroid bed. The point of 
bleeding cannot be recognized. By this time 
the obstructive dyspnea is, in a large meas- 
ure, due to secondary edema of the larynx, 
which is not immediately lessened by reliev- 
ing the pressure. Unfortunately, too much 
time has elapsed before the neck was 
opened, and a tracheotomy becomes neces- 
sary. 

In either type of bleeding, watchful waiting 
is followed by its condign result. When in 
doubt, the neck should be opened up and the 
point of bleeding ligated; or, if the latter 
cannot be found, the neck should be packed 
wide open with iodoform gauze. 

3.—Obstructive Dyspnea:—In addition to 
hemorrhage, obstructive dyspnea may be 
produced, by (1) bilateral recurrent laryn- 
geal paralysis; (2) unilateral paralysis 
plus edema; or (3) edema alone. An ex- 
amination of the vocal cords will reveal 
which of these three conditions exists. 
Whenever even a faint inspiratory wheeze 
develops, one should be prepared for the 
worst, for the wheeze rapidly becomes a 
vigorous stridor and the stridor a complete 
obstruction. At times oxygen, given intra- 
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nasally, may relieve the distress to such an 
extent that a tracheotomy is unnecessary. 
However, since a thyrotoxic patient toler- 
ates oxygen want very poorly, if the trache- 
otomy is postponed until frank cyanosis has 
appeared the chance of recovery is exceed- 
ingly small. 


4.—Tetany :—The beginning symptoms of 
parathyroid deficiency are numbness and 
tingling in the hands and feet. This is 
followed by stiffness in the muscles of the 
hand, inability to use the hands freely, 
carpal and pedal spasm or laryngeal spasm, 
and then convulsions. If the diagnosis is 
made as soon as numbness and tingling 
appear and treatment is promptly insti- 
tuted, tetanic spasms will not occur. A dram 
(3.8 Gm.) of calcium lactate may be given 
every hour until the symptoms subside; 
then the dose is reduced to a dram every 
four hours. It will be found necessary to 
continue the administration of calcium in 
varying amounts for many months. If 
spasms have set in, 5 cc. of a 10-percent 
solution of calcium gluconate is given intra- 
venously—slowly. If, after a wait of from 
fifteen to thirty minutes, the muscles have 
not relaxed, the dose is repeated. In the 
extremely rare cases in which these meas- 
ures do not suffice, parathormone is given, 
one ampule every four hours, as needed. 

55 East Washington Street. 


Clinical Uses of Silver Nitrate 


By FREDRIC L. WILSON, M.D., F.A.C.S., Sioux City, Ia. 
and 
R. L. GORRELL, M. D., D. N. B., Clarion, Ia. 


ILVER NITRATE is one of the oldest 

of the antiseptics, as well as one of 

the most generally useful in office and sur- 

gical practice. This brief article will indi- 
cate its wide range of employment. 


Surgical Uses 


Silver nitrate is of value in marking out 
lines of incision, outlines of tissue to be re- 
moved or skin to be grafted, points of en- 
trance of foreign bodies, etc. Preopera- 
tively, it can be injected into sinuses, fistu- 
las and other abnormal openings, at once 
indicating the tract and rendering it anti- 
septic. 

The silver nitrate stick is an excellent 
cauterizing agent. It may be used in reduc- 
ing an overgrowth of granulation tissue, or 
introduced into a chronic sinus or fistula so 
that, on withdrawal, the tract is brought 
with it (for technic, read Freund’s excellent 


article in the J. A. M.A., Apr. 11, 1936, page 
1268). 

Warbasse and Smyth’ state: “Silver ni- 
trate is one of the best and most important 
germicides, even in solutions as weak as 
1:1,000 or 1:5,000. Like all strong anti- 
septics, it enters into combination with 
albumin, forming an insoluble silver albumi- 
nate which makes a sterilized covering over 
the tissues thus acted upon. The antiseptic 
action of the organic silver salts is much 
less than that of silver nitrate.” Strong 
antiseptics should never be used on clean or 
operative wounds, despite the manufactur- 
ers’ advertising of the superior virtues of 
their particular products, as healing is de- 
layed until the albuminate crust is thrown 
off. 

A more recent use is the treatment of 
burns, in conjunction with the tannic acid 
treatment. If 10-percent silver nitrate so- 
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lution is applied after the first spraying 
with 5-percent tannic acid solution, pain is 
quickly relieved as the albuminate crust 
forms, and loss of fluid is prevented. 

Superficial bleeding (epistaxis from septal 
ulcer, oozing after a biopsy, etc.) is prompt- 
ly checked by the application of 10-percent 
silver nitrate solution. 


Uses in the Nose, Throat, and Ear 


Silver nitrate has been used in the treat- 
ment of Vincent’s angina, but has been dis- 
carded in favor of the much more effective 
sodium perborate applications and injec- 
tions of neoarsphenamine. 

Aphthous stomatitis (canker sores) is 
quickly relieved by the application of a 
silver nitrate stick. It should be firmly 
applied to the bottom and sides of each of 
the ulcers, rinsing the mouth with water 
afterwards if the caustic and metallic taste 
is very objectionable. 

Painting the throat with a 5-percent solu- 
tion of silver nitrate is an effective treat- 
ment for cases of resistant sore throat and 
chronic pharyngitis’; or a one-percent solu- 
tion may be sprayed on. 

Eczema of the external ear (auditory 
canal), evidenced by a dry scaly skin and 
shedding of epithelium, can often be cured 
by the repeated application of a 5-percent 
solution on an applicator. A. Logan Turner’ 
suggests the use of a solution of silver ni- 
trate in spirits of nitrous ether (15 grains 
to 1 ounce). The medication should be ap- 
plied four times, at intervals of three or 
four days. 

Silver nitrate is one of the most effective 
mucous membrane antiseptics (Cushny). 


In Skin Diseases 


Silver nitrate is a very effective agent in 
the treatment of impetigo contagiosa. The 
typical honey-colored crusts must be washed 
off completely with soap and water, so that 
the raw base is exposed; then a 10-percent 
solution is applied to the raw base, allowed 
to dry, and 5-percent ammoniated mercury 
ointment applied. Occasionally a second 
application of silver nitrate is necessary in 
a week, if the daily application of the am- 
moniated mercury ointment does not clear 
up the impetigo. 

Trichophytosis (ringworm) sometimes re- 
sponds well to the use of silver nitrate. The 
deep ringworm involving the nape of the 
neck (trichophytosis profundae nuchae), 
which appears as an elevated, reddened 
mound covered with numerous small pus- 
tules, will respond to depilation, followed by 
the application of 10-percent silver nitrate 
solution. A mild antiseptic ointment may 
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be applied between applications of the silver 
nitrate. 

Resistant cases of acute eczema may be 
stimulated by the application of 5-percent 
silver nitrate solution, which results in crust 
formation, thus providing a protective coat- 
ing under which the repair process goes 
forward’. 

Painting the skin beyond the advancing 
border of erysipelas with strong silver ni- 
trate solution will, at times, stop the pro- 
gression of the disease. 


In General Practice 


Acute gonorrheal endocervicitis may be 
treated by the removal of the discharge 
from the cervix and vaginal walls, followed 
by the application of 5-percent silver nitrate 
solution to the cervix and vault. Beckman 
suggests that a thin strip of gauze, satu- 
rated with this solution, be placed in the 
cervix and allowed to remain there for 
twenty-four hours. 

Gellhorn’s method of treating gonorrheal 
vulvovaginitis in infants has been very suc- 
cessful. One percent of silver nitrate, in 
equal parts of lanolin and white petrolatum 
spissum, is injected into the vagina through 
an ordinary glass syringe, to which is at- 
tached about three inches of soft-rubber 
catheter. The tubing is slowly pushed in- 
ward the entire length of the vagina and 
the latter is then slowly filled to capacity. 
The excess of salve oozing back through the 
hymenal opening is not wiped off, as it 
serves to protect the inflamed vulva. One 
such treatment is administered every day 
without any additional douching. Every 
seventh or eighth day, after a day of rest 
without treatment, a smear is examined and 
the injections are continued if any gonococci 
are present. 

Infections of the urinary tract (pyelitis, 
cystitis) often respond remarkably to irri- 
gations with silver nitrate solution. A 
1:10,000 solution, followed by irrigation 
with saline solution, is very effective in 
cystitis and irritation of the verumontanum. 
In lavaging the renal pelvis, it is best to 
start with a 1:1,000 solution and gradually 
work up to one percent (Braasch). 

Silver nitrate may also be used in irriga- 
tions of the male urethra in acute gon- 
orrhea, or as a provocative injection. 
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Reeurrent Dislocation of the 
Shoulder* 


By LANE BRUCE KLINE, M.D., F.A.C.S., Newington, Conn. 


HE shoulder joint is taken very much 

for granted, as the expression goes, 
even among surgeons and orthopedists. The 
more we study it, the more complex and baf- 
fling it becomes. There is some explanation 
for this when we recall that originally the 
shoulder served as a socket, for weight 
bearing in a facultative quadruped, which 
later was called tipon to adjust itself to the 
erect position and to function as a pre- 
hensile mechanism. The shoulder presents 
a study in evolution from a position of sup- 
port to that of an appendage; from duties 
comparatively simple, to serve in multitudi- 
nous capacities; from primal strength, to 
the finesse and delicacy of civilization. 

The shoulder has a freedom of motion not 
enjoyed by any other joint. To accomplish 
this, the humerus presents a wide, globular 
articular surface that plays rather loosely 
against a smaller surface—the glenoid 
process—and is held in place and directed 
in function by a complex of give-and-take 
muscles, ligaments, tendons, fascie and 
capsules. Above, but at a comparative dis- 
tance, is the bony acromial process, to give 
stability and restrict upward displacement. 
Strong muscles clamp it in place on its 
lateral, anterior, and posterior surfaces, 
while the glenoid counters on the mesial 
border. The inferior border rests on the 
almost void-like dome of the axilla, where 
the chief protection is the capsule, accordion 
pleated to provide a wide range of mobility. 
The subscapularis and the long head of the 
triceps brachii muscles are important sta- 
bilizing forces about the anterior and in- 
ferior borders. 

No dislocation will occur with the arm in 
ordinary abduction and rotation, while the 
muscles are in normal tension of check and 
balance. With the head, rotating from with- 
in out and upward, it carries with it the extra 
play of the loose inferior capsule, still within 
its tensile strength. However, with sudden, 
untoward force, extrinsic or intrinsic, the 
muscles of the shoulder girdle in protective 
contraction, the checks and balances de- 
moralized, the fixed acromial process be- 
comes a fulcrum forcing the head downward 
and inward over the glenoid buttress, the 
impact breaks the limit of endurance, and 
a dislocation occurs. Otherwise there is a 


*Published by permission of the medical director of 
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fracture-impaction, and unfortunately, some- 
times both fracture and dislocation. The 
head may remain in the subcoracoid posi- 
tion, or it may wander to the various final 
resting places of a shoulder dislocation. 


The various methods of shoulder joint re- 
ductions are based on maneuvers to induce 
the head to thread its way back around 
muscles and tendons and into the rent in 
the torn capsule. Coincident with the vio- 
lence of dislocation, various adjacent por- 
tions of the capsule are insulted, tendons 
and muscles are torn, and the integrity of 
the joint impaired. Once this tear is estab- 
lished, it may remain open, or in healing the 
capsule loses its tone and elasticity, or it 
becomes a yet freer point of least resistance 
and the way is open for successive events. 


All recurrent or habitual dislocations have 
their genesis in trauma. On casual or un- 
guarded abduction of the arm, the shoulder 
repeats its dislocation, and, as the path is 
worn, occurs with ease and sometimes with 
daily frequency. The accident is painful, 
distressing, and disabling. The patient 
learns from experience that abduction and 
freedom of motion result in dislocation. As 
a consequence he seeks to protect himself 
by hugging the arm close to his side in 
strong adduction. He learns to use and to 
depend on the other arm and hand, which 
results in atrophy of disuse of the affected 
member—a condition that further promotes 
recurrences. At this stage dislocations are 
apt to occur during sleep. A common victim 
of this disability is the epileptic patient. 


Treatment 


Many and varied operations have been 
devised to correct this lesion, some simple, 
others complex. Twenty-five years ago the 
method in vogue was resection of the head 
of the humerus. One of the first operative 
procedures was by reefing or suturing the 
damaged and relaxed capsule, a method that 
has long been popular’. 


Fowler’ seeks to support the humeral 
head and strengthen the joint by a fascia 
lata sling that is anchored to the coracoid 
process, passed through a lateral slit in the 
capsule, thence beneath the head and out 
through a second capsular slit, to be an- 
chored to the border of the acromium. This 
is reminiscent of the Clairmont method, 
which used a strip of the deltoid muscle as 
a sling. The argument was that, as the 
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deltoid actively entered into abduction, the 
transplanted portion was expected to con- 
tract and elevate the head. From extensive 
experience and studies, Fowler is con- 
vinced, contrary to what has been accepted 
generally, the anterior inferior capsule is 
not torn in dislocations, but that the upper 
part of the capsule and associated tendons 
are torn, permitting further separation of 
articular surfaces, with relaxed and un- 
stable joint structures. He believes in plac- 
ing the reduced dislocation in a vertical 
position, where it is held sufficiently long 
for substantial healing as consistent pro- 
phylaxis against recurrences. 

Cotton and Morrison’ cut a trilateral flap 
on the proximal side of the capsule, to in- 
clude the insertion of the subscapularis 
muscle, which latter is advanced and at- 
tached to a slit just internal to the bicipital 
groove. This is overlaid by a triangular 
flap taken from the relaxed inferior portion 
of the capsule. This is a nice piece of 
plastic surgery. It will be recalled that the 
Oudard method shortened a relaxed sub- 
scapularis muscle. 

A number of operations have been de- 
veloped utilizing the suspensory principle 
to stabilize the joint and to check the down- 
ward or forward thrust of the humeral 
head, as opposed to repair or reinforcement 
of the capsule. Gratz and Robison‘ drill a 
passage through the greater tuberosity, the 
head, and the acromial process, through 
which they pass a rope of fascia lata, 
knotted and secured at each end. Roberts* 
borrows the tendon of the long head of the 
biceps and converts it into a ligament by 
countersinking it into the bicipital groove 
and further anchoring it, by suture, to in- 
clude the transverse humeral ligament. A 
somewhat older idea, evolved by Nicola‘, is 
to sever the tendon of the long head of the 
biceps, the proximal end of which is then 
passed obliquely down through a drill hole 
in the head to emerge in the bicipital groove, 
where it is reunited to the distal end. 
Hobart’ uses the idea of Nicola, but alters 
it slightly to avoid the cartilaginous surface 
of the head. Carrell® detaches the long head 
of the biceps from its insertion and trans- 
plants it to the acromium by passing the 
tendon through a drill hole, attaching a 
piece of fascia lata in case the tendon 
proves too short. 

Henderson’ has been doing a tenosuspen- 
sion for some time and has recently pub- 
lished the report of very satisfactory re- 
sults, some of them being ten years after 
operation. In this method, he borrows a 
long vertical half of the tendon of the 
peroneus longus muscle and passes it trans- 
versely through the greater tuberosity of 
the humeral head and then transversely 
through the acromial process. The two 
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ends are secured, thus forming a double sus- 
pensory ligament. There are many advan- 
tages to this method: It is simple; the 
joint is not disturbed; and nothing is inter- 
posed between the articular surfaces. Tendon 
is ideal material for such use. The tendon 
of the long head of the biceps is not dis- 
turbed and structures entering into the 
formation of the joint are not molested. 
The joint is stabilized and the head is held 
in effective check on arm abduction and 
rotation, which is the essential objective in 
avoiding recurrences. The method has been 
in use sufficiently long for evaluation. The 
quadrilateral disposition of the tendon has 
the possible criticism of overacting as a 
check, thus limiting freedom of motion. 

Something should be said in reference to 
non-operative treatment of recurrent dislo- 
cations, and this reminds us that perhaps 
the best field is offered in prompt and care- 
ful reduction of the initial dislocation, with 
appropriate after care along the lines advo- 
cated by Fowler. It would appear that, in 
some cases, the surgeon considers his work 
done when the reduction is accomplished. 
The patient is sent to his home in various 
bandages and tapes, with the instruction to 
report back in several weeks for a check up. 
During this period much may happen, and 
no doubt does happen, that results, if not 
in recurrences, certainly in instability of 
the joint, traumatic arthritis, or the various 
lesions that cause pain or weakness in the 
years that follow. A good beginning, then, 
in the conservative treatment of recurring 
dislocations, is proper after care of the 
initial lesion. 

Davis” has recently given new impetus to 
prospects of fair results from conservative 
treatment, and reports 8 cases, with 75 per- 
cent success. This, of course, is a small 
series, but his presentation appears sound 
and undoubtedly will stimulate emulation. 
The method is not only applicable to recur- 
rent dislocations, but should be of service 
following an initial dislocation. 

Based on the generally accepted assump- 
tion that the anterior inferior capsule is 
the weak point, Davis argues that recurrent 
dislocations are induced by an imbalance 
of muscular power in favor of the external 
rotator group. To overcome this he has 
devised a system of exercises to restore the 
balance of power of muscular interaction in 
favor of the internal rotator and adductor 
group. The arm is taped with adhesive 
strips in a position of adduction and in- 
ternal rotation. A certain amount of con- 
trolled freedom remains and the patient is 
taught to exercise the muscles by a schedule 
of pronation and internal rotation of the 
arm. An apparatus of counterweight re- 
sistance is furnished, against which the 
patient exercises. 
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Case Report 


R., record No. 9352, age 35, laborer (had 
been an electrician), male, white; height, 
67 inches; weight, 165 pounds; family his- 
tory of no import. Personal history: He 
was kicked in the head by a horse in 1921; 


Fig. 1:—Diagram of Tenosuspension. Note that the 
borrowed split tendon of the peroneus longus muscle 
is converted into a ligament by being attached to the 
acromium and then passed obliquely downward, enter- 
ing the humeral head at the edge of the cartilage 
where it tunnels the greater tuberosity. 


was unconscious, but returned to work the 
following day. Following this he had noc- 
turnal seizures of probable Jacksonian type, 
which occurred at wide intervals of years. 

The first record of dislocation of the right 
shoulder occurred in an accident in 1918. 
The second dislocation occurred six years 
later, and since then dislocations have been 
occurring more frequently and with increas- 
ing facility. Twice dislocations accompanied 
his nocturnal seizures. At first the shoul- 
der was reduced by a physician, but later 
he learned to reduce it himself. Consider- 
able pain and discomfort were present and 
he lived in continual fear of recurrence. In 
consequence, the arm was held in close 
adduction and he studiously avoided elevat- 
ing it. The left arm and hand were trained 
to extra duty. There were considerable 
spasm, tenderness, and atrophy about the 
right shoulder. A roentgenogram revealed 
widening of the scapulo-humeral articula- 
tion and bone productive changes at the 
internal surface of the neck of the scapula 
just below the glenoid, with roughening of 
the glenoid margin. There was no evidence 
of fracture and no dislocation when I first 
saw him. 


Operation 


Avertin-ether anesthesia was used, and 
the Henderson method of tenosuspension; 
however, we, at this hospital pass the 
tendon through the acromium obliquely 
downward and out into the lateral border of 
the humeral head, as shown by the drawing 
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(Fig. 1). This single suspension, we feel, 
is sufficient and effective, without possible 
interference with freedom of motion. 


The incision runs from the acromial tip 
down over the lateral border of the shoul- 
der. The deltoid muscle is split; the acro- 
mium, joint capsule, and the greater tuber- 
osity of the humeral head are exposed and 
the capsule opened. Some increase of joint 
fluid was found at operation and the articu- 
lar surface was roughened. A hole was 
drilled through the shelving portion of the 
acromium and continued downward and 
obliquely outward, entering the articular 
border of the head and going on through 
the greater tuberosity, emerging an inch 
and a half below 
on the lateral por- 
tion of the upper 
shaft. A tendon, 
cut to a six-inch 
length, was 
threaded through 
and anchored at 
each end by silk 
sutures. The 
wound was closed 
and the arm im- 
mobilized at the 
side in a modified 
Velpeau position. 

The dressing 
was removed in 
two weeks and 
physical therapy 
treatment started, 
with heat and 
graduated active 
and passive mo- 
tion. At the fourth 
postoperative 
week he was able 
to move the arm 
freely in any nor- 
mal and desired 
direction, without 
pain or restriction 
(see Fig. 2). This 
was a year ago, and there have been no re- 
currences. Since-discharge he has been en- 
gaged in arduous labor—chopping cord- 
wood, sawing timber, and working with a 
pick and shovel. At the present time he is 
gainfully employed in a factory. 


Fig. 2:—Operative correc- 
tion for recurrent dislocation 
of the shoulder, in which the 
tenosuspension method was 
used. Before operation the 
arm was held in close adduc- 
tion to prevent dislocation. 
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AMUEL C. ROBINSON, M.D., writing 

on the réle of emotions in the produc- 
tion of gastroduodenal ulcers, in the Illinois 
Medical Journal for April, 1937, proves 
fairly conclusively that: (1) “From 80 to 
90 percent of gastroduodenal ulcers have 
their origin, reach maturity, and disappear 
in an alkaline medium; (2) many normal 
persons show a high concentration of gastric 
hydrochloric acid, yet have no ulcers; (3) 
90 percent or more of benign gastric ulcers 
occur only in the narrow strip of the lesser 
curvature near the incisura, where very few 
acid-producing cells are present (a point to 
be stressed later—T.H.M.); (4) nearly 
every gastric ulcer heals in an acid medium, 
as proved by numerous investigators (Emery 
and Holmes, etc.), who found, at autopsy, 
scars of ulcers, with no histories of ulcer 
during life; (5) Sippy’s treatment does not 
neutralize all the acid, and even causes an 
increase of acid values.” 

Granting all of these statements, and 
heartily agreeing with the observation, fa- 
miliar to all who treat gastroduodenal 
ulcers, that emotions or emotional storms 
or upsets are causes of these ulcers, I have 
endeavored to prove to myself, in private 
practice, that these ulcers occur in the ordi- 
narily non-complaining types of inward 
worriers. 

We can go a bit further and prove that, 
instead of inhibiting cure of these ulcers by 
alkaline therapy, hydrochloric acid is actu- 
ally necessary for their cure. 

It is not the neutralizing action of alkalies 
that causes an ulcer to heal, because the 
concentration of hydrochloric acid, even at 
its height, is not sufficiently strong to be 
excoriating, but it is the placement of the 
organs involved in a reduced state of mo- 
tility, and thus by preventing the walls 
from mechanically bruising the ulcer, as 
occurs in a hypermotive viscus which is not 
filled with food, be it solid or liquid, the 
difference merely lying in the rapidity of 
the emptying of this organ. 


Treatment of Gastric Uleer 





Hydrochloric Acid in Gastrie Uleer 


MADAY, M.D., Chicago, Ill. 
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This statement is borne out in the latest 
reports by E. Muelengracht (Lancet, No- 
vember 30, 1935, gleaned from CLINICAL 
MEDICINE AND SURGERY, January, 1938, page 
44). 

Instead of withholding all food in bleed- 
ing from a peptic ulcer, he places patient on 
a full soft diet (pureed vegetables, well 
cooked meat, mashed potatoes, soup, rice, or 
tapioca pudding), at three hourly intervals, 
and one full meal at noon. Full agreement 
on the same subject as on important con- 
tribution to ulcer treatment is given by no 
less an authority than Walter C. Alvarez, 
of the Mayo Clinic. 

It has been proved by Burr Ferguson, of 
Birmingham, Alabama, the pioneer in hy- 
drochloric acid therapy, that this acid, in a 
dilution of 1:250, applied as wet dressings, 
is our most efficient antiseptic in external 
ulcerations or infections. I have used this 
acid for the past two years for these same 
purposes and have reported its success in 
various external infections, in these pages. 

Such results are possible because this is 
the only mineral acid produced in and 
necessary to the human body for its normal 
wellbeing. That being the case, all cells 
seem to need it, and respond to its action 
by greater immunity to infection. 

These facts definitely suggest that most 
benign gastric ulcers occur in the narrow 
strip near the incisura gastrica because 
there are very few or no HCl-producing 
cells there, while true ulcers are very few 
in the HCl-producing region, and are pro- 
duced there only by direct trauma. This 
may also be the main reason for the fre- 
quency of ulcers in the duodenum and 
jejunum—because that region is generally 
alkaline and is subject to considerable 
trauma. 

Because of Robinson’s statements about 
an acid medium, Burr Ferguson’s work, and 
proofs from my own experience in the use 
of hydrochloric acid in activating immunity, 
and the healing of ulcerated and infected 
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surfaces, I went contrary to accepted alka- 
linization therapy in gastroduodenal ulcers, 
and decided to use HCl and histidine in the 
treatment of these conditions. 

Each patient was given Sippy’s diet, and 
every four hours was given five drops of 
C.P. hydrochloric acid in a full glass of 
water, through a glass tube, instead of the 
customary Sippy powder or a modification 
thereof. In addition, daily intramuscular 
injections of histidine (5 cc. of a 4-percent 
solution) were given, while psychotherapy 
and sedatives, with atropine in some cases, 
were used to allay emotional upsets. Psycho- 
therapy was used to untangle the causes of 
emotions, which in most cases, when tracked 
down, were frequently of a ridiculous nature, 
the patient often sensing this almost as soon 
as he divulged them, and thus seeing for 
himself their true worth. 

Surprising as it may seem to most of us, 
ulcer symptoms disappeared as soon as they 
do on a Sippy diet and powders. Weight 
and appetite uniformly improved, and there 
was clinical and radiologic evidence of cure 
in three months, and often sooner. Aspira- 
tions of stomach contents showed no rela- 
tive increase in HCl, though more was used 
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daily than an individual normally secretes. 

Though not much could be judged by sev- 
eral cases, still it adds impetus to the 
thought that our own body cells need hydro- 
chloric acid in a still-unexplainable manner, 
for normal repair or to gain necessary 
immunity or health; at least the cells of the 
gastro-duodenal tract do. 

Whether the five drops of C. P. acid, in 
solution in a full glass of water, was suffi- 
cient, or whether higher concentrations 
could be used, future cases will reveal. 

The main point to be stressed here is that 
frequent feeding, by inactivating hyper- 
motility due to the irritating ulcerated re- 
gion, is of the utmost importance. The 
hydrochloric acid acts as an antisepticising 
agent, aiding in building up immunity and 
in healing. 

Psychic factors are not to be dealt with 
too lightly, because they are the main 
reasons of ulcer production, and much can 
be done to prevent their future recurrence 
in these individuals, as well as bringing 
happiness to them, the nation’s builders as 
they are, because usually they are of the 
mental types—the thinkers and doers. 


8000 No. Cicero Ave. 


A GROWING MIND 
A happy, healthy mind is a growing mind, and a growing mind 
requires the food which is furnished by the continuous process of educa- 
tion, a process which is begun, but not finished, in the college. 
You can no more buy a healthy, growing mind, which will be a 


source of pleasure, thun you can buy a strong, athletic body. Only the 
very young and the very unsuccessful think that the joy of life is to be 
bought. The rest of us know that pleasure is to be acquired by self- 
development, not by purchase——Dr. R. E. BENNETT, of Northwestern 
University. 


“ 


VIGILANCE 


The batteries of internal and external enemies will be constantly and 
actively—often covertly and insidiously—directed against your Political 
Fortress. Watch over its preservation with jealous care!—GEORGE 
WASHINGTON. 


A 
FREEDOM OF THE PRESS 


Give me the Liberty of the press, and I will give to the minister a 
venal House of Peers; I will give him a corrupt and servile House of 
Commons; I will give him the full swing of the patronage of offices; I 
will give him the whole host of ministerial influence; I will give him all 
the power that place can confer upon him, to purchase submission and 
overawe resistance; yet, armed with the liberty of the Press, I will go 
forth undismayed; I will attack the very fabric of that mighty engine; 
I will shake down corruption from its height, and bury it beneath the 
ruins of the abuses it was meant to shelter —RICHARD BRINSLEY SHERIDAN 
(British, 1751-1816). 
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Frequency Treatments 


T WAS Milton who discerningly wrote: 
“But to know that which before us lies 
in daily life, is the prime wisdom.” The 
physician who specializes in, or devotes a 
considerable part of his time to, physical 
therapy rarely knows exactly what lies be- 
fore him in his daily professional life. 
Naturally, thorough training and extended 
experience will enable the expert to prog- 
nosticate more precisely and wisely what 
may ordinarily be expected during a treat- 
ment and subsequent to it. Nevertheless, 
as all patients exhibiting the same symp- 
toms do not respond alike to the same 
apparently indicated drug medication, so 
we similarly find with physical therapy. 
The technician, more pertinently, should 
know that electrical and mechanical appli- 
ances may unexpectedly perform erratically, 
with embarrassing and even dangerous re- 
sults to all concerned; and to be forewarned 
is usually, although not invariably, to be 
forearmed. With the popular advent of 
short-wave high-frequency apparatus and 
its conveniently facile application to any 
and every contour of the body, accentuated 
care must be exercised to avoid quite pos- 
sible and unforeseen thermal catastrophes. 
With long-wave (diathermy) high-fre- 
quency, the possibility of undue localization 
of the current from an imperfectly adjusted 
electrode can be easily and quickly recog- 
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nized. The sensory reaction to a high-fre- 
quency spark (undue heat), by the skin in 
immediate contact with a bare metal plate 
electrode, is instantaneous. 

With short-wave high-frequency elec- 
trodes, whether felt or rubber covered, a 
broken insulation is not always perceptible, 
even upon careful inspection; and when 
applied over some intervening covering, such 
as a sheet or towel, the results from a 
slowly smouldering short circuit may even- 
tually become quite startling and even dan- 
gerous. With a somnolent patient, thor- 
oughly enveloped in a sheet and blanket, 
the smell of burning rubber and smoke may 
not become perceptible before serious dam- 
age has ensued. 

Recently, twice within a week, while we 
were giving short-wave high-frequency treat- 
ments, a thin, rubber-covered electrode 
burned through the insulation and an inter- 
vening towel and sheet. The electrodes had 
been carefully inspected immediately before 
each application and disclosed no apparent 
impairment. 

Short- wave high-frequency electrodes 
should be scrupulously scrutinized before 
each application. Patients should not be 
permitted to sleep during either short-wave 
or long-wave (diathermy) high-frequency 
treatments. Such treatments should invari- 
ably be closely supervised by the techni- 
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cian, and should never be given without 
safeguarding the patient with an instan- 
taneously available and responsive switch 
for disconnecting the current. 

When applying a high-frequency current 
antero-posteriorly to the heart, always give 
the first treatment with the patient in a 
recumbent position. With the patient in 
either the recumbent or a sitting position, 
it is the part of wisdom not to leave him 
during the course of a treatment until thor- 
oughly assured of his satisfactory reaction 
to it. We were recently called upon to de- 
fend a physician who applied short-wave 
high-frequency through the cardiac area to 
a patient suffering from an attack of 
pseudo-angina pectoris. The treatment was 
administered with the patient sitting up in 
a chair, and he was left unattended for a 
few minutes, during which time he became 
drowsy, fell out of the chair, and struck his 
head against a sharp corner of the machine. 

After short-wave high-frequency treat- 
ments patients usually feel quite generally 
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warm, and often perspire, so it is good 
physiology and psychology to prescribe a 
ten or fifteen minute rest before leaving 
the office. When considerable thermal re- 
action is to be expected, and especially in 
hot weather, it is advisable for the patient 
to disrobe entirely, and then to apply the 
electrodes over an enveloping kimono or 
pajamas and a sheet. A dry rub down with 
a coarse turkish towel is always appreciated 
subsequently to such a sudoriferously ther- 
mal treatment. 

When questioning patients as to any 
metal fastenings on their clothing, or metal 
objects in pockets, do not omit to mention 
especially hose supporters and other snap 
fasteners, buckles, or pins which, otherwise, 
may probably be overlooked. 

All these precautions may be and often 
are ignored with impunity but, sooner or 
later, it will be found that he only “is safe 
from danger who is on his guard even when 
safe.” 

J. E.G. W. 


¥ Votes wii Bios 


Short-wave Therapy of 
Carbuneles 


WV uae short-wave therapy is started 
early in the course of a carbuncle, every 
stage is hastened and healing is begun in 
half the time. In addition, there is consid- 
erable relief from pain and the associated 
discomfort and stiffness. Treatments should 
be given daily, not over 30 minutes at each 
session, and kept below the patient’s toler- 
ance.—A. M. A. Moore, F.R.C.S., in Br. J. 
Phys. Med., Dec., 1937. 


A 


Radiologic Maxims 


BRornrcen-ray THERAPY is of value in the 
treatment of chronic mastitis. 

Carcinoma of the lung should be consid- 
ered in every middle-aged patient with 
dyspnea, cough, or hemoptysis, associated 
with an area of dullness and an opacity in 
the roentgenogram. 

X-Ray examinations of the gallbladder 
and kidney are often rendered more diffi- 
cult by gas in the colon; this may be re- 
moved by the hypodermic administration of 
pitressin. 


Radiation therapy is usually better: than 
surgery for bleeding uterine fibroids.—Rad. 
Rev. and M. V. M. J., Jan., 1938. 


- 


Solutions Used for Injection 
Treatment of Hernia 


Ture SOLUTIONS USED in the injection 
treatment of hernia* were examined crit- 
ically for these points: (1) Ability to pro- 
duce fibrous tissue when injected into the 
muscles of experimental animals; (2) lack 
of toxicity when injected into the peritoneal 
cavities of experimental animals; (3) steril- 
ity; (4) satisfactory results when used on 
patients. 


All three solutions were used in a series 
of 225 cases, and were proved to fulfill the 
four criteria proposed as necessary for 
satisfactory solutions which may be used in 
the injection treatment of hernia.—F. I. 
Harris, M.D., A. S. WHITE, M.D., and G. R. 
BISKIND, M.D., in Am. J. Surg., Jan., 1938. 


*Sylnasol, Proliferol, and Pina Mestre solution. 

{This does not mean that other solutions are un- 
satisfactory; merely that they were not studied by 
these authors.—Eb.] 
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Treatment of Fissure in Ano* 


HE following described operation, with 
the aid of a new instrument, will facili- 
tate the severing of the external sphincter 
ani when surgery is indicated in intractable 
fissures and anal ulcers. While divulsion 
may be successful in some cases in which 


Fig. 1.—Use of the tenaculumt 


the fissure is located later- 
ally, and without consider- 
able induration, it is not a 
successful method for the 
treatment of all fissures. 
The object of the operation 
is to give the fissure a 
chance to heal by eliminat- 
ing the spasmodic action 
of the sphincter. 

This operation can be 
performed in the office 
under local anesthesia. 
Following the usual anti- 
septic precautions, use a 
long, fine needle to begin 
the infiltration (2% Novo- 
cain), injecting slowly in 
the epidermis about one to 
one and one-half inches 
from the anus immediately 
below the fissure, and to a depth of about 
one inch. This will minimize the pain, and 
the fluid will have a chance to spread over 


Figs. 3 and 4. 


*J. Am. Coll. Proctol., Feb., 1938. 
tAll cuts by courtesy of J. Am. Coll. Proctol. 


Showing sphincter muscles and “stair step” 


a large area. The one puncture of the needle 
will carry the local anesthetic beneath the 
affected tissues, and on each side, to contact 
the nerve trunks and nerve ends supplying 
the area. 

After producing complete anesthesia, the 
index finger is inserted in 
the anal orifice to feel the 
interval between the ex- 
ternal and internal sphinc- 
ters. Pressing the finger 
outward renders the ex- 
ternal sphincter promi- 
nent. After this procedure 
the steel hook is guided 
along the index finger in 
the orifice, the point of it 
is pressed strongly through 
the tissues separating the 
internal and external mus- 
cles, and is brought out 
through the skin about one 
inch away from the fissure. 
(See Fig. 1.) 

The hook completely 
separates the two muscles, 
and the fissure lies wholly 
outside the anal canal, to 
be easily examined. If a 
“sentinel pile” is present, 
it is removed. The ulcer 
may'be superficially excised 
or curetted. The external 


incision 


sphincter is then divided by cutting down 
slowly until the hook is reached. If any 
bleeding vessels are encountered during this 
incision they may be readily grasped by 
hemostats, the more severely bleeding ones 
being ligated. 
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It is important that the whole of the 
external muscle should be divided, but care 
should be exercised not to include the inter- 
nal sphincter with the hook, as its division 
is invariably followed by some loss of con- 
trol, if not absolute incontinence. This new 
technic practically eliminates this risk. 

A fissure located at the posterior com- 
missure of the anus will not, as a rule, be 


Fig. 5.—Showing overlapping suturing 
Fig. 6.—Showing end-to-end suturing 


cured by an incision through the commis- 
sure, as it will only separate the muscle 
fibers without severing them, because the 
external sphincter muscle fibers reunite at 
the commissure and continue parallel with 
each other to their insertion into the coccyx 
(ano-coccygeal ligament). Figure 3 shows 
that even when cutting down to the coccyx 
only a few fibers could be cut, which would 
not put the sphincter at rest. 


A fissure at the commissure should be 
treated by incising the muscle completely, 
at right angles, on one side or the other. 


If the incision is made squarely across 
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the muscle fibers, the ulceration will heal 
before these reunite, and when the union 
has been completed there will be a thin cica- 
trix which will not interfere with the func- 
tional action of the muscle. If the incision 
be made at an angle, the fibers will not en- 
tirely separate, they will unite too soon, 
and there will be a long, irregular cicatrix 
and permanent lengthening, with resulting 

loss of power in the muscle. 

In such conditions as intract- 
able spasm, stricture, or hyper- 
trophy of the sphincter, etc., 
where one has to overcome a 
more or less permanently spas- 
tic muscle, I find the following 
incision, which I devised, to be 
useful in lengthening the 
muscle. 

Figure 4 shows the new 
“stair-step” incision. The 
muscle is partially cut through 
in two different places (exter- 
nally and internally), the 
two then being connected by 
separating the muscle fibers. 
One may, by gaging the proper 
distance of these incisions, loosen 
the tight muscle to the desired 
length, and reunite the severed 
ends by either over-lapping, or 
end-to-end, as is shown in Fig- 
ures 5 and 6. This method 
more or less does away with 
the irregular V-shaped gap re- 
sulting when the muscle ends 
pull away, as happens after 
the straight incision. 

The after-treatment consists 
of inserting a small wick (vase- 
lined) in the wound and chang- 
ing it daily. If any granula- 
tions form (which first make 

their appearance in the wound as a peculiar 
greyish-yellow membrane or scum), they 
should be lightly curetted and touched with 
a weak solution of silver nitrate. 
R. de R. BARONDEs, M.D. 
San Francisco, Calif. 


A 


We always enjoy reading CLINICAL MEDI- 
CINE AND SURGERY as much as anything 
which comes into the office, and never cease 
to be sorry that there is not something 
equally clear and informative published in 
England.—kE. W.S., England. 




















Durie the past thirty years, there have 
been intermittent flurries of enthusiasm in 
regard to the yearly or periodic “health 
examination.” It was first put forth as a 
cureall, which would detect all types of dis- 
ease in their incipiency. Conscientious physi- 
cians soon realized that no purely physical 
examination, no matter how carefully per- 
formed, would yield sufficient information 
so that they could confidently assure their 
middle-aged patients that all was well, and 
the examinations fell into disrepute. 

A more sane viewpoint has arisen in the 
past few years, as evidenced by articles ap- 
pearing in various state medical journals 
(B. Liber, in the New York State Journal 
of Medicine, and W. H. Perkins, in the New 
Orleans Medical and Surgical Journal, Jan., 
1938). It is now realized that subjective 
symptoms must be carefully inquired into, 
as such symptoms often precede definite 
physical signs and, indeed, physical signs 
may never appear, as in coronary sclero- 
sis, minimal pulmonary tuberculosis, early 
cancer of the intestine, et cetera. 

Dr. Perkins emphasizes the fact that a 
health examination should include questions 
with reference to inheritance factors (neph- 
ritis, hypertension, diabetes), nutritive de- 
fects (balanced diet, with fruits, vegetables 
and meat), chemical and industrial factors, 
and physical forces (posture, stresses and 
strains on joints). These, with a careful 
physical examination, should give the ex- 
aminer (and through him the patient) a 
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sufficiently clear picture to permit the satis- 
factory planning of a life regime. 
R. L. G. 


a 


The Specialist and the 
General Practitioner 


“Es THE FINAL analysis, it is the personal 
influence of the family physician with his 
patients on which rests the entire founda- 
tion of our present system of the practice 
of medicine, and is our best insurance 
against any change in this system. This 
can be accomplished by the general practi- 
tioner doing everything in his power for the 
patients under his care and by the fullest 
possible cooperation of the specialist with 
him, both from an economic as well as a 
medical standpoint.” 

So writes Dr. John B. Gooch, in the New 
Orleans Medical and Surgical Journal 
(January, 1938), during a very interesting 
presentation on the relative duties of spe- 
cialist and general physician. Many gen- 
eral practitioners have felt that their fields 
of practice were being taken away from 
them during the rush toward specialization 
(1920-1930). The depression, with its conse- 
quent drop in incomes, revealed that the 
family physician was still the backbone of 
medicine, and many families who had been 
consulting specialists for years were sur- 
prised to find that the lowly practitioner 
could handle common fractures, perform 
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appendectomies, carry out aseptic deliveries 
in homes and hospitals inexpensively, and 
care for the great majority of illnesses. 

As some medical philosopher has said, 
“The place for a specialist is in the diagno- 
sis and treatment of the unusual and the 
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difficult cases, not in the routine care of all 
disease as it affects one organ or one age.” 
The specialist who remembers this sage 
advice will find the general practitioner only 
too glad to seek his advice and help. 

R. L. G. 


” Votes | Mabiads 


An Officer of the Law’* 


’S a hard looking old bat that goes 

here and there through the commu- 
nity enforcing the law. Folks don’t like 
to see him coming. It’s a grim and cruel 
task to enforce the law as he does it—to 
punish evil doers and make them suffer, but 
of course there must be laws, and laws 
must be enforced. 

One sees this particular officer stalking 
through the neighborhood occasionally, look- 
ing for wrong doers or coming to foreclose 
a mortgage that some poor wight has set 
upon his all. He swings his weapon as he 
goes, and presents a spectacle which is 
highly effective in taking the joy out of life. 
No one asks him in, but not infrequently he 
enters a home quite unbidden. 

My neighbor had been warned that he had 
very little capital on deposit in the Heart 
Reserve Bank with which he does business, 
but he had paid very little attention to the 
very evident warning, so about as fast as 
he would make a new deposit he would 
check it out, and of course that is no way 
to get ahead in finance or in anything else. 
One day, in the press of some emergency 
either real or fancied, he wrote a check for 
more than he had on deposit, and of course, 
that is against the law. So they sent the 
collector out with the officer of the law 
that we have just described. He is some 
collector too, believe me. When he closes in 
you stay put! Why, when he got through 
with the unfortunate neighbor there wasn’t 
a thing left. 

‘When Hank Simpkins was a young man, 
he put a mortgage on his future by spend- 
ing his strength and health recklessly. He 
wasted his substance as if it were mere 
water, and found himself bankrupt at forty- 
five. Since he could not meet his obligations 
to the powers that had extended him this 
credit, the law had to step in and foreclose. 
It was a sad day for Hank’s family when 


*Reprinted from Bul. Ind. St. Bd. of Health. 


they hauled him off in the Black Maria, but 
foreclosing has never been considered a 
frivolous diversion. 

He pinched Jud Mason for speeding a 
short time ago, and made him lay up and 
take it very slow for a little while. Jud 
had been stepping on it pretty hard lately, 
driving himself sometimes as hard as fifteen 
or sixteen hours a day, and totally disre- 
garding the traffic laws which govern the 
drivers of machines like Jud’s. He didn’t 
take Jud in, but warned him sharply and 
advised him to take the machine off the 
street for a few days and ca’m down a bit. 

Our officer has a great many very pecu- 
liar duties to perform, and it isn’t always 
clear why he does them just the way he 
does, but there is doubtless a reason. There 
is the case of the Sites home for instance. 
Down back of Bill’s house the waste from a 
cess-pool was seeping out to the surface and 
making a great nuisance. Warning had 
been given to Bill and the neighborhood in 
general, in the form of a very bad stench 
that was generated by the disgusting mess, 
but no one had paid any attention to it 
except the flies. Every one knew something 
should be done about it, and indeed every 
one expected every other one to clean it up, 
but you know how such things go. The 
upshot of the whole matter was that noth- 
ing at all was done about it, and as a result 
the officer of the law had to come out and 
punish someone. Unfortunately he didn’t 
take Bill and others who were really to 
blame, but instead took the Sites baby, and 
Mrs. Jones who lived on the next street, in 
his black wagon. It’s true they were not 
responsible, but justice, you know, is blind, 
and being handicapped as she is by the 
bandage over her eyes not infrequently hits 
the wrong guy with that vicious looking 
sword that she packs. 

He visited the Wilsons last week. The 
baby had been allowed to play out in the 
chill, raw wind with wet clothing, so that 
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night while Mr. and Mrs. Wilson were 
having a dreadful fight with the ogre, 
Croup, that chokes babies to death, our well 
known officer stalked in and hovered about 
the little crib trying to decide whether to 
take the little fellow or not. He very nearly 
scared the parents to death with his terrible 
threats, but finally left—though with con- 
siderable reluctance. It is hoped that the 
Wilsons will not permit their children to 
violate the wet clothes ordinance again. 
They might not get out of it so easily next 
time. 

There is also an ordinance in our city— 
and in every other city—to the effect that 
children shall not play in the streets that 
carry heavy traffic. It isn’t obeyed very 
well, so once in a while the officer goes out 
and picks off one of the boys or girls. The 
parents feel very badly about it and other 
parents keep their children in for a while, 
but before long they are at it again, or 
going swimming in ungraded holes in the 
river, or hopping rides on freight cars and 
automobiles. 

What with watching railroad crossings 
and checking up on fast driving, the grim 
old officer is kept pretty busy in these 
strenuous days. Why, on a week-end lately 
he made seven arrests because as many 
folks had tried to beat trains over crossings 
—and didn’t succeed. 


But even though the old chap is the 
world’s champion killjoy, he is pretty useful 
sometimes. He warned Zeb Pike the other 
day that if he didn’t quit eating so much 
he would have to run him in. Since then 
Zeb has slowed down on the eats, is getting 
more exercise, and as a result feels a lot 
better. And he told Wild Bill Sims that he 
would have to cut out the white mule and 
the night life if he wanted to save his 
family a lot of worry. Bill has been doing 
better lately. Some folks, you know, have 
to have a club held over their heads to 
make them behave. 


When folks get old and set in their ways 
they retard the wheel of progress—a very 
serious offense. “Move on,” says our officer 
in the réle of a traffic cop, “make way for 
these younger fellows coming on with more 
ambitious ideals.” It seems that such treat- 
ment is very harsh, and we are very sorry 
to see the dear old faces pass, but to grow 
old is an offense punishable by death in 
Nature’s code. It wouldn’t be right to have 
the world full of doddering old folks, much 
as we love them, so the officer clears the 
stage for more active and stalwart charac- 
ters, and when they get old and stiff he’ll 
chase them off. 


When the deformed Hopkins baby was 
born it looked as if the parents would have 
a dreadful charge on their hands, but it 
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was found that the poor little chap had 
failed to observe one of the fundamental 
laws of life, so the officer came and took 
it away. To be sure it had violated the law 
because of ignorance or inability to con- 
form, but ignorance of the law excuses no 
one in Nature’s court. Really, though, it 
was better so, because the child would have 
been a horrible spectacle to place before 
other children, so it must be said that, even 
through his cruelty, the hard old codger is 
capable of merciful acts. He has relieved 
many a poor mortal of suffering and dis- 
tress, indeed he is sometimes sought by 
despondent souls who have come to the end 
of their string. Hard as he is, and dour, 
the world would be an impossible place 
without him. 

Wherever there is dirt, or sin, or disobe- 
dience, or lust, or greed, our officer is on 
the job. Disease, deformity, and de- 
generacy draw him to the community, that 
he may remove the unlucky creature that 
dares to defile the ideals of health and life 
and beauty. He holds us to a straight path. 
He is the guardian of the laws of Life, 
though his name is Death. 


THURMAN B. RIcE, M.D. 
Indianapolis, Ind. 


A 


A Simple Substitution for 
Surgical Vasotomy 


Fear or surcery or of fees beyond the 
scope of the individual’s financial status 
have greatly hampered the general surgeon 
in performing vasotomies where indicated. 


The most common indication for this 
operation is in certain types of prostatic 
infections, wherein the continual passage of 
spermatozoa into the seminal vesicles pro- 
duces an increased engorgement in the 
region of the infection, with little improve- 
ment in the prostatic condition by nonsurgi- 
cal procedures. 


Another very common indication for a 
technic of this type is best covered by an 
excerpt from CLINICAL MEDICINE AND SUR- 
GERY, June, 1937: 


“For the protection of future generations 
from those serious nervous disorders which 
are as yet incurable and known to be trans- 
missible by heredity, the control of repro- 
duction is a measure so vital and so compli- 
cated as to defy brief analysis. It seems 
obvious that, until medical science has de- 
termined the cause and treatment of these 
diseases, prevention at the source consti- 
tutes our only method of attack. Wm. H. 
Cary, M.D.” 


In discussing the most suitable site for 
easily and painlessly severing the connec- 
tion between the testicles and the seminal 
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vesicles, it is advisable briefly to follow 
the tubules through which the spermatozoa 
pass. 


The rete-testes, in the testicles, pass into 
the vasa efferentia, which in turn are con- 
tiguous with the epididymis. The epididymis 
is a fine-calibered tubule approximately 
forty feet in length, which is encased within 
a fascial sac and can be palpated as a pea- 
sized nodule below the testicle (globus 
major), and a spongy, tubular mass poste- 
rior to the testicle (globus minor). This 
passes into the vas deferens, which is a 
portion of the spermatic cord, and ends in 
the seminal vesicles, whose ducts pass 
through the prostate gland to the urethra. 


It is evident that the optimum site of 
operation is in the portion of the epididymis 
which lies beneath the testicle. If a solu- 
tion that would produce a low-grade in- 
flammation without danger of sloughing or 
ulceration, were introduced into the fascial 
sac of this structure, an epididymitis would 
ensue, which would produce sterility. 


In the procedure I am describing, have 
the patient stand up, and palpate the struc- 
tures below the testicle until the globus 
major of the edididymis is definitely local- 
ized. Grasp it between the thumb and 
middle fingers of the left hand and prepare 
the skin with alcohol. Then with the right 
hand, using a 1.5 or 2 cc. syringe contain- 
ing 1 cc. of Formula 61*, to which is at- 
tached a one-inch, 25-gage needle, penetrate 
the skin and subcutaneous structures until 
the needle point is obscured by entering the 
sac around this portion of the epididymis. 
Inject from three to six minims of the so- 
lution and repeat the injection below the 
other testicle. 


It is advisable to have the patient wear 
a suspensory following the treatment, and 
tests for sperm cells should be made at 
weekly intervals. I routinely repeat these 
injections at weekly intervals for three 
treatments, and have found no sperm after- 
wards. 


The advantages of this simple technic lie 
in the painless rapidity of the treatment, 
and convenience to the patient while under- 
going treatment. 


RUSSELL A. WINTERS, M.D. 
Chicago, III. 


[Vasotomy is such a simple operation that 
it hardly seems to need further simplifica- 
tion, but there might be cases in which this 
method could prove useful.—Ed.] 


*Formula 61, a proprietary preparation, is a colloidal 
suspension of potassium guaiacol sulphonate in dilute 
hydrochloric acid, which does not produce any tissue 
destruction or alteration when injected extravenously. 
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Happiness for You 


You can be happy when you are creating. 
When you are doing what you love to do, 
the results are creditable. Primitive man 
used his leisure in making beautiful his 
bows, rugs, pottery, and other needed 
articles. It pleased a deeper sense within 
him to be surrounded with the articles he 
had made, which represented his own taste. 
The countless examples of these creative 
efforts that are preserved in the museums 
of the world suggest that man’s taste is un- 
usually commendable when, forgetful of 
critics, he loses himself in creating as his 
imagination dictates. 


Physicians require creative outlets that 
are pure recreation. The therapeutic value 
of creative activities is now generally ac- 
cepted. Many hospitals have registered 
occupational therapists who, in addition to 
knowing many of the technics required for 
handicrafts, are cognizant of what cardiac 
or tuberculous patients must not do, and 
what neurotics may find priceless in regain- 
ing a normal perspective—EDWARD HALL, 
in N. Y. Physician, Feb., 1938. 


A 


State Medicine is poorhouse medicine. 
Tell your patients. 


A 


“Overhead” Expenses 


“Qweruean” expenses in private medical 
practice, consume no more than a third of 
the physician’s gross income. In group 
practice, the American Medical Association 
has found that operating costs eat up from 
40 to 42 percent of the total intake. Even 
in universities with medical colleges, “the 
cost of the health services per student is not 
appreciably less than the cost for similar 
services in the private purchase of medical 
and hospital care.” 


The reasons for this are apparent. Ad- 
ministrative expenses, high fixed charges 
for rent and plant maintenance, and an 
increased demand for unnecessary services 
more than nullify any economies made pos- 
sible by joint purchasing.—N. Y. S. J. M., 
Jan. 15, 1938. 


A 


I am more than interested and pleased 
with my new subscription to CLINICAL MEDI- 
CINE AND SuRGERY. It is the biggest help I 
have yet found in my studies.—H. T. D. 
(Med. Student), Ohio. 
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**“A Monthly Postgraduate Course” 


* 


NOTE: Our readers are cordially invited to submit fully worked up problems to 


the Seminar and to take part in the discussion of any or all problems submitted. 
Discussions should reach this office not later than the 5th of the month 
following the appearance of the problem. 
Address all communications intended for this department to The Seminar, 


Problem No. 4 (Medical) 


Presented by Charles W. Harper, M.D. 
Kings Mountain, N. C. 
(See CLIN. MEp. & Sure., April, 1938, 
page 177) 


Reoecarrrutation: A man of 28 developed, 
after vigorous physical exercise (camping 
trips), extreme nervousness; dyspnea and 
heart consciousness; anorexia; insomnia; 
and symptoms of disordered circulation, 
more or less relieved by rest. Later he de- 
veloped joint pains, with edema and swell- 
ing of the ankles; gastro-intestinal symp- 
toms; and moderate secondary anemia; and 
lost 15 pounds in weight. 

Examination showed: pulse, 112, regular; 
temperature, 103° F.; blood pressure, 94/65; 
a loud, systolie murmur; enlargement of 
the heart (by fluoroscopy), with a normal 
electrocardiogram; a slight von Graefe’s 
sign; coarse tremor of the hands; slight 
tenseness and tenderness of the abdomen. 
On one occasion there was a moderate poly- 
morphonuclear leukocytosis. Blood cultures 
showed a rather abundant, pure growth of 
hemolytic streptococci. 

Requirements: Suggest diagnosis and 
treatment, giving reasons. What further 
examinations would you have made, if any? 


Discussion by Angelo A. Barberio, M.D., 
Brooklyn, N. Y. 


The diagnosis is made difficult by the 
multiplicity of signs and symptoms. The 
early part of the discussion would suggest 
the triad which is usually difficult to differ- 
entiate: early hyperthyroidism; peptic ul- 
cer; and early tuberculosis. The latter part 
of the case points to a generalized infection, 
with blood stream involvement. The arthri- 
tic symptoms in this case are infectious in 
type. 





care CLINICAL MEDICINE AND SURGERY, Waukegan, Illinois. 


I would like to know the basal metabolic 
rate and the results of x-ray studies of the 
chest and gastro-intestinal tract. 

I would treat the streptococcic septicemia 
with sulfanilamide and blood transfusion. 


Discussion by Howard P. Benjamin, M.D., 
Omaha, Neb. 


Tuberculosis should have been suspected 
in this case from the preliminary findings, 
history, and response to rest in bed treat- 
ment. 

On account of the x-ray findings of healed 
tubercles in both lungs, and the history, 
my diagnosis is chronic pulmonary tubercu- 
losis (probably chronic ulcerative tubercu- 
losis), with complications, or rather an ex- 
tension of the same to the kidneys and 
bowels. The lesion in the intestines was 
probably ulcerative, with extravasation into 
the peritoneal space, or possibly rupture of 
the intestinal ulcer or ulcers. 


Discussion by James A. Dungan, M.D., 
Greeley, Colo. 


This case, as it is presented, lacks defi- 
nitely some clinical reports which one should 
have if one is to attempt a diagnosis. First 
is the matter of the basal metabolism test, 
which, if one was made, was not reported. 
It is important here because, if the test 
were to show an increase of metabolism 
from 20 to 125 percent, the tentative diag- 
nosis of Grave’s disease, such as one would 
make on the rest of the phenomena men- 
tioned, would be strengthened, and one 
could formulate prognosis and treatment to 
better advantage. The Wassermann and 
Kahn tests should have been included, for 
self-evident reasons. 

Von Graefe’s sign is mentioned, but 
nothing is said of either exophthalmos, 
Stellwag’s sign, or that of Moebius. The 
heart enlargement, the relative fall in dias- 
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tolic blood-pressure (thus raising the pulse- 
pressure) is told of, also the nervous symp- 
toms, the tremor, the streptococcic infection 
of the blood, and all of them suggest the 
disease condition mentioned. 

But they also suggest pernicious anemia, 
which later is additionally hinted at in the 
blood studies. For confirmation, however, 
it lacks the glossitis and the achylia gas- 
trica. Nothing is said of lack of HCl in 
the stomach, which would, of itself, make 
this 2ilment probable. Carcinoma of the 
stomach, Addison’s disease, and Bothrioce- 
phalus latus should be thought of. 

On the strength of what has been pre- 
sented in the way of clinical history, my 
diagnosis would be pernicious anemia; and 
my treatment would be hydrochloric acid 
and liver extract. 


Discussion by Edmund Lissack, M.D., 
Concordia, Mo. 


This is a well worked up case by Doctor 
Harper, but frankly quite puzzling. Before 
any definite treatment can be instituted in 
this case, I would suggest an x-ray exam- 
ination of the shoulder joint. At times a 
giant-cell bone sarcoma in the greater tu- 
berosity of the humerus, and possibly the 
outer half of the clavicle, could cause some 
of these symptoms. Should this be the case, 
then roentgen-ray therapy would be sug- 
gested. This would be my suggestion in 
this case, judging from the history and the 
physical examination and what has been 
done in the way of treatment and operative 
procedure. 


Discussion by M. O. Robertson, M.D., 
Bedford, Ind. 


This patient, 28 years of age, complaining 
of heart trouble, joint pains, and weakness, 
suggests nothing very definite to me. We 
might find this in many conditions. I should 
think of some obscure infection. 

‘I feel there could hardly be any connec- 
tion between the diseases he had in child- 
hood and his present condition; also the 
ulcer symptoms, in 1932 and 1933, with 
recovery, are probably not connected with 
the present ailment. It seems significant 
that he should, after two camping trips, 
have developed symptoms. The symptoms, 
in 1935, of paralysis with return to normal 
function, might be considered as merely 
functional had there been no later symptoms. 

We must presume, as there is no state- 
ment of treatment other than rest periods, 
that this was the main and essential treat- 
ment. I do not understand why an oper- 
ation was performed in June, 1936, with 
any expectancy of finding the cause of his 
condition. As there is no statement of the 
patient’s condition between June 1, 1936, 
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and January, 1937, we are left to wonder 
if he again was much improved after the 
rest following the operation. 

I wonder if the blood pressure noted at 
this time has not been low during all of 
this period of complaint. To me, the blood 
pressure would merely point to the gen- 
eral “run down” condition. At this time 
we find the temperature and pulse crying 
out that there is something radically wrong. 
The findings in the lung, the enlarged heart, 
and the tense abdomen, are suggestive of 
a general infection, rather than some local- 
ized one. 

I presume that the swelling of the feet 
was due to infection in the joints of the 
feet, and not to the circulation, as there 
was redness and tenderness in the feet and 
one foot was swollen more than the other. 

Finally, the blood studies showed a hem- 
olytic streptococcus infection in the blood 
stream, the origin of which is a very impor- 
tant question. To answer this question I 
would want to know the condition of his 
teeth, tonsils, and sinuses. 

While he had abdominial symptoms, I 
feel that they were, in all probability, the 
result of a primary infection elsewhere, 
rather than the origin of the primary 
infection. 

Sulphanilamide should be tried, in rather 
heroic doses; and of course, if the cause is 
located, it should be removed if possible. 


Discussion by R. L. Gorrell, M.D., 
Clarion, Ia. 


On first looking over this case report, 
one might be tempted to make a snap diag- 
nosis and to state, in the grand manner of 
some of our medical preceptors, “This man 
has been suffering from rheumatic fever, as 
evidenced by the multiple joint involvement; 
rheumatic carditis, as evidenced by attacks 


of dyspnea, orthopnea, and circulatory 
symptoms; and subacute bacterial endocar- 
ditis engrafted on the damaged heart.” 

“The arthritis of subacute bacterial en- 
docarditis may present symptoms resem- 
bling those of mild rheumatic fever; these 
may be fleeting and of mild character, or 
the joints may be swollen and red for some 
time; pain and stiffness are the predomi- 
nant complaints (Russell L. Cecil, in 
“Cecil’s Medicine,” 1937); the treatment is 
that of bacterial endocarditis; i.e., .symp- 
tomatic.” 


Transient hemiplegia in a person of 28 
years suggests syphilis of the nervous 
system, or hysteria... No report of a Was- 
sermann test accompanies this very com- 
plete and well-written case history, yet it 
was no doubt performed. There is no men- 
tion made of petechiae, which are found in 
three-fourths of all cases of subacute bac- 
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terial endocarditis, nor of an enlarged 
spleen, nor of changing murmurs. The dis- 
tension of the abdomen, possibly by ascitic 
fluid, may have prevented recognition of the 
splenomegaly. 

Dyspnea and orthopnea, relieved by rest 
and increased by exercise, are very sug- 
gestive symptoms of myocardial decompen- 
sation. “Blind spells,” noticed on standing 
erect, are likewise signs of circulatory in- 
sufficiency. The roentgenologic demonstra- 
tion of an enlarged heart further confirms 
this diagnosis, as an enlarged heart is al- 
ways a damaged heart (Christian). 


Discussion by W. Herington, M.D., ’ 
Green City, Mo. 


This patient has had a toxic condition 
ever since he had diphtheria which, I be- 
lieve, is the cause of most of his trouble 
until thyrotoxicosis overtook him and, su- 
perimposed on this, a streptococcic infec- 
tion, as shown by cultures. 

I would give him sulfanilamide until the 
streptococci were eliminated; then place 
him on a good glandular tonic, to overcome 
the heart affection; also Adremin (Adreno- 
Spermin) would strengthen him and give 
him more resistance. Later on, if he im- 
proves, remove most of the thyroid gland. 


Discussion by Charles L. Coyle, M.D., 
Corvallis, Ore. 


Dr. Harper is to be congratulated on 
studying and presenting his case so well. 
A few more points might be of value, how- 
ever. 

Was a Wassermann test performed? 
Sudden hemiplegia in a young adult sug- 
gests the possibility of nervous system 
syphilis, though an embolus might be the 
causative factor, or even hysteria. In- 
creasing dyspnea and orthopnea, and an en- 
larged heart (dilated or hypertrophied?) 
make one think strongly of a diagnosis of 
cardiac decompensation. Subacute bacterial 
endocarditis is accompanied by fever, and 
bacteria are usually isolated from the blood 
stream, although streptococcus viridans is 
an uncommon etiologic agent. 

The joint pain in the great toe could be 
a symptom of gout, which does occur occa- 
sionally in individuals as young as this. 
Typical rheumatic fever migrates from one 
joint to another, without leaving permanent 
damage. Gout is characterized by acute 
attacks of pain and swelling, which usually 
disappear in a few days, but tend to recur 
in increasing frequency. 

The cessation of dyspnea on rest and 
aggravation on exertion would tend to rule 
out bronchial obstruction due to tumor or 
a foreign body. No mention is made of the 
details of the dyspneic attacks, so we are 
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led to believe that they were not of the 
spasmodic type characteristic of bronchial 
or “cardiac” asthma. 

If the exact blood counts and hemoglobin 
determinations had been furnished, the type 
of anemia could have been diagnosed more 
exactly. No mention is made of casts in 
the urine. The albuminuria may be only 
a symptom of renal passive congestion. 
Hematuria follows the administration of 
large doses of salicylates and neocincophen, 
or may indicate a renal embolus. 


Discussion by N. Odeon Bourque, M.D., 
Chicago, III. 


This case has the ear marks of subacute, 
malignant endocarditis. In certain cases, 
differentiation from miliary tuberculosis, 
Malta fever, and typhoid becomes important. 

Etiologic factors should be carefully in- 
vestigated—infected teeth, pyorrhea alveo- 
laris, furuncles, otitis, nasal sinus and ton- 
sil infections, scarlet and rheumatic fevers, 
osteomyelitis, chronic ulcers, etc. 

No statement is made as to the indica- 
tions for the laparotomy of June, 1936. 

The ocular manifestations, the arm pa- 
ralysis, the coarse tremor, the redness 
under the ball of the foot, the tenderness 
in abdomen, all may have been the results 
of slight embolic processes, so characteristic 
in this form of endocarditis. There is no 
statement as to whether or not there were 
petechial spots on the skin. 

Persistent, long-continued weakness, an- 
orexia, insomnia, edema of the ankles, ane- 
mia, fever, a systolic murmur (which may 
have pre-existed), low blood pressure, loss 
of weight, rapid pulse, urinary findings, 
are all signs that may make one think of 
malignant endocarditis. 

Purpuric spots are usually present and 
may be the first signs pointing to the diag- 
nosis. Small emboli are of frequent occur- 
rence in the capillaries and arterioles of the 
tips of the fingers, toes, palms of the hands, 
and soles of the feet. The spleen, though 
usually enlarged, may not be palpable on 
account of being supported by a well-devel- 
oped costo-splenic ligament. Clubbing of 
the fingers is present when the disease has 
persisted for some time. 

The fever may be remittent, intermittent, 
or pyemic in type, and may range from 99° 
to 108° F. 

As a rule the onset is gradual; chills may 
or may not be present. The progress of 
the disease is monotonously the same, week 
in and week out, continuing for from two 
weeks to two years. Often the finding of 
the Streptococcus viridans in the blood cul- 
ture is the first clue to the disease. 


In the absence of other foci in this case, 
the gastric ulcer may have been the pri- 
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mary factor. Of interest in this connec- 
tion, Winge, in Christiania, 1869, reported 
a case as a direct result of an infected 
corn on the small toe. 


The finding of the organism in the blood 
probably cleared the diagnosis. 

In view of the fact that we are more 
concerned with the general sepsis than with 
the cardiac lesion, the treatment is re- 
peated transfusions of pure blood, with rest 
and supportive measures. Few cases recov- 
er. Sulfanilamide has recently been sug- 
gested when the streptococcus is present. 


Discussion by R. Smith, M.D., 
Dundas, Ont., Can. 


I consider the history given by Dr. 
Harper a very good and thorough one. 

Reviewing the different symptoms com- 
plained of by the patient, and their pro- 
gressive severity, it seems to me a clear 
case of subacute Streptococcus hemolyticus 
endocarditis, with multiple emboli carried 
through the blood stream. 


The paralysis of the right arm and leg 
is very likely caused by an embolus from 
the endocardium, which shut off, temporar- 
ily, a portion of the left rolandic area; and 
I think that the pains in the feet and 
shoulder are due to arthritis resulting from 
the same cause, while the swelling of the 
feet is due either to endarteritis or cardiac 
insufficiency. Then we have the gastro- 
intestinal symptoms, caused by a toxic con- 
dition of the system and congestion of the 
organs of the abdomen due to cardiac in- 
sufficiency. The pressure in the chest and 
the insomnia are due to toxemia and pul- 
monary congestion, and perhaps, also, to 
insufficient nourishment of the heart mus- 
cle. The nervousness and apprehension 
come from the toxin of the infected endo- 
cardium and blood stream, and also the 
failure of the heart to function properly. 

My only criticism of the treatment in 
this case is that major surgery should not 
have been resorted to without thorough in- 
vestigation with x-rays. The treatment is 
rest, both mental and physical, and even 
with the most skillful care the end results 
are most discouraging. 


Solution by Dr. Harper 


The diagnosis in this case was subacute 
bacterial endocarditis. 

In the hospital, the patient was given a 
total of 240 cc. of Prontosil solution, sub- 
cutaneously, in 2 days; and then received a 
total of 1,335 grains (89 Gm.) of Sulfanil- 
amide, by mouth, in varying doses, during 
a period of 16 days. He showed no unfa- 
vorable reaction from these massive doses, 
except slight and transitory cyanosis of the 
lips when taking the largest doses, but the 
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only favorable result was a slight reduction 
of the fever, which returned to its former 
level when the drug was discontinued. He 
was sent home from the hospital on July 
15, unimproved. 

On his return home, he was delirious and 
required restraint at times. On July 18, I 
gave him 500 cc. of citrated blood, and re- 
peated this each week for 8 weeks. This 
seemed to help him somewhat. On July 20, 
his temperature was 99° F. in the A.M. and 
100.2° F. in P.M., and continued so through 
July 25, at which time he developed a 
severe, cramp-like pain over and to the right 
of his heart; pain not referred; no change 
in physical signs to account for it; his tem- 
perature returned to its former level—101° 
F. in A.M., and 102° to 108°, P.M. 

His appetite improved after giving him 
10 cc. of 1:1,000 hydrochloric acid, intra- 
venously, daily for 6 doses and every other 
day for 6 doses; his mental condition grad- 
ually cleared and was normal after July 
20. His blood picture showed only slight 
improvement after July 12. 

Beginning on July 18, I gave him 10 cc. 
of Metaphen, intravenously, every 6 hours 
for 8 doses; also another “course” of sul- 
fanilamide, without results. 

After a few stormy weeks, he felt better 
for a time after about August 138, but he 
slowly failed, developed mental confusion, 
and was in deep stupor for four days be- 
fore his death, on November 26, 1937. 


A 


Problem No. 6 (Diagnostic) 


Presented by N. Odeon Bourque, M.D., 
Chicago 


Tue PATIENT, a young woman 26 years of 
age, in the eighth month of pregnancy, was 
awakened, 14 hours before I saw her, by 
severe, cramp-like abdominal pains around 
the umbilicus, radiating over the entire 
abdomen. These pains remained persistent 
during the entire time, with only a few 
minutes’ relief at intervals. Every time 
she took anything by mouth she would 
vomit, but did not vomit during the inter- 
vals. Enemas brought out gas and some 
fecal particles and gave some relief, but she 
was unable to pass gas unaided. Her tem- 
perature at this time was 99.5° F.; pulse, 
100, regular and strong; blood pressure, 
120/60. 

The night preceding my visit she and her 
mother-in-law had visited friends and had 
eaten heavy meals consisting principally of 
mushrooms. The mother felt ill soon after, 
but did not vomit, and soon recovered. The 
patient, being a small woman, weighing 
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driver came to me with a far-advanced 
infection of the ring finger, left hand. It 
was much swollen and painful, and there 
was a break in the skin of the palmar sur- 
face, with little exudate. The swelling, in 
my opinion, was due to the influx of white 
blood cells, and the leukocyte count seemed 
to confirm the truth of this belief, as it was 
24,000 per cubic millimeter, blood being 
taken near the break in the skin. 


The lesion in the skin was made larger 
and deeper by an incision, but still there 
was no exudate. The finger was dressed 
with a 1:200 solution of hydrochloric acid 
in a mineral water showing the following 
analysis (Table I), which adds much to the 
germicidal powers of the acid. The patient 
was given a bottle of the solution to keep 
the dressing wet. 


TABLE I 
Analysis of Mineral Water 

Grains per 

U. S. Gallon 
OS oa ea bike ves deaane eee 2.46 
Iron and Aluminum Oxides.... 9.32 
Sodium Chloride.............. 914.59 
Sodium Carbonate............. 34.20 
Calcium Chloride. .........+..+ 39.60 
Magnesium Chloride........... .80 

Organic Matter and Water of 

CUPSTRTIIATIOR oo cicccscccses 50.19 
NE Sie qucis eke we eens 1051.16 


On the visit the next day, the dressings 
were saturated with pus, this being due to 
the activity that had been added to the 
white blood cells by the intravenous injec- 
tion of 10cc. of 1:200 hydrochloric acid. 
Daily visits were made, the finger being 
kept wet by the local application of the 
hydrochloric acid solution, and daily intra- 
venous injections given of 10cc. of 1:200 
hydrochloric acid, made up in the same 
mineral water solution. 


On July 25, there was no exudate and no 
evidence of the infection except the swell- 
ing and the denuded skin. The first picture 
(Fig. 1) was then made. 





Cbnical Votes wil yo" 
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Cellulitis 
(Case Reperts) 


ASE 1:—On July 19, 1937, a truck 
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Fig. 1:—Condition of finger in Case 1, July 25, 1937, 
after one week of treatment. 


Visits were then made every other day, 
with the constant application of the hydro- 
chloric acid. The condition of the finger on 
August 18 is shown in the second picture 
(Fig. 2). He began to drive his truck in 
the second week of the treatment. 

































Fig. 2:—Condition of finger in Case 1, August 18, 
1937. 


Case 2:—On March 2, 1938, while I was 
giving an intravenous injection, the glass 
syringe broke, making a small wound in my 
left index finger. It was bathed in hydro- 
chloric acid solution and dressed, and it 
healed promptly, only to give pain and show 
an elevation of the epidermis on March 12. 
The dark-field examination was negative, 
but, feeling that our technic might be at 
fault, I went the next day to Dr. Denison, 
of the City Laboratory, who examined the 
exudate and blood from the lesion and, to 
my delight, also reported it negative for the 
treponema. 

On March 18, pain was felt and an areola 
of infection was seen about the triceps of 
the left arm. My first impression was one 
of deep regret and surprise that the phago- 
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cytes had not devoured all the organisms 
after the two intravenous injections of 
1:200 hydrochloric acid in the mineral water 
that had been given me by my technician 
for the infected finger. However, there was 
the injection in the lymphatics under the 
triceps and the hydrochloric acid had failed 
in the elimination of all of the staphylococci 
and the streptococci. 

At once, on coming to the office, I called 
on Dr. Sid Collier for his advice, although 
I knew I would not take it. Dr. Collier saw 
the swelling and the areola, pronounced it 
cellulitis, and advised that I go to bed, and 
that, with the use of poultices, in a few 
days openings and counter openings would 
be made. I thanked him and told him there 
would be a slight departure from accepted 
treatment in this, my very own left arm. 

Since the only drug I know that is better 
than hydrochloric acid is more hydrochloric 
acid, my nurse gave me 15cc. of a 1:200 
solution on my return from the visit to Dr. 
Collier, and another of 10 cc. was given in 
the afternoon. The arm seemed to be im- 
proving on March 19, when two more intra- 
venous injections were taken. With each of 
these injections, 5cc. of blood was with- 
drawn into the syringe, making a mixture 
of blood and hydrochloric acid. 

On Sunday morning, March 20, another 
15 cc. was taken. The lymphatics could be 
plainly felt, the induration running almost 
to the shoulder joint. About ten minutes 
after the injection had been given, a pro- 
fessional masseur came in to see me. My 
nurse was at once called in and blood taken 
for a leukocyte count, which was found to 
be 17,600 per cubic millimeter. The mas- 
seur’s professional services were then called 
for, and the arm and lesion were given a 
vigorous massage, for about ten minutes. 
The arm seemed to feel better. Blood was 
immediately taken for a leukocyte count, 
which was found to be 19,400 per cubic 
millimeter. The effect of the massage illus- 
trates very clearly how sensitive this system 
of the body’s defense is to any unusual 
procedure. 

Two injections of the hydrochloric acid 
were taken on Monday, the 21st. All evi- 
dences of infection had disappeared on 
Tuesday, the 22nd, therefore no other in- 
jections were given. The leukocyte count 
was 9,600 on the 28rd, which I took as an 
indication that the germs had been well 
eliminated by the seven intravenous injec- 
tions of hydrochloric acid. 


BurRR FERGUSON, M.D. 
Birmingham, Ala. 
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The products we advertise are worthy of your 
attention. Look them over. 
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Contraception in General 


Practice 


Eicury-rree (83) percent of patients 
will accept the diaphragm and jelly method 
of contraception. The risk of pregnancy 
was reduced between 93 and 96 percent, as 
contrasted with those using no contracep- 
tion. The successful use of the diaphragm 
and jelly did not retard conception, when 
pregnancies were desired. Different popu- 
lation groups, because they may be ex- 
pected to employ the same method with 
varying regularity and skill, will have 
somewhat different rates while using it. A 
small percentage of women complained of 
discomfort or annoyance. The advance 
preparation tended, in some cases, to dimin- 
ish desire—L. DEWERS, M.D., in J.A.M.A., 
Apr. 9, 1938. 


A 


Diagnosing Pulmonary 
Disease* 


I; IS ESTIMATED, in the light of present 
knowledge, that twenty years ago, from 
twenty-five to fifty percent of cases ad- 
mitted to sanatoriums for treatment of 
tuberculosis did not have tuberculosis at all. 


Four factors are responsible for the pres- 
ent increasing accuracy in the diagnosis of 
lung diseases: (1) Roentgenograms, with 
their better appreciation, interpretation, and 
technic; (2) bronchoscopy, which yields 
wonderful results in skilled hands; (3) 
Lipiodol injections, which map out lung 
areas hitherto a trackless wilderness to the 
clinician; (4) more exact methods of sputum 
examination and culture, resulting in the 
recognition of formerly unsuspected sources 
of chronic pulmonary infection. 


In any case presenting symptoms refer- 
able to the respiratory tract (cough, sputum, 
hemoptysis, dyspnea), with slight or marked 
constitutional symptoms, these are the chief 
possibilities: 

1.—Pulmonary tuberculosis (always first 

and foremost) 

2.—Bronchiectasis 

3.—Pulmonary abscess 

4.—Pulmonary fibrosis 

5.—Pulmonary neoplasm 

6.—Mycotic disease 

7.—Spirochetosis 

8.—Occupational disease (anthracosis, 

silicosis) 

9.—Pulmonary syphilis (very rare) 

Rales found in the lower lobe are non- 
tuberculous until proved otherwise. Physi- 
cal signs in the apices are tuberculous until 
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proved otherwise. If a patient has a mod- 
erate or considerable amount of thick, 
yellow or green sputum, and if that sputum 
is found to be repeatedly negative for 
tubercle bacilli, the probabilities are against 
the presence of tuberculosis. 


Bronchiectasis is a common condition that 
is frequently diagnosed as tuberculous. The 
classical case diagnoses itself; the mild and 
atypical case presents only chronic cough 
and tubercle-bacilli-free sputum, with rela- 
tively few constitutional symptoms. Tuber- 
culosis presents exacerbations and toxemia 
(fatigue, anorexia). 

Lung abscess is frequently diagnosed as 
tuberculosis. Sixty-six (66) percent of these 
cases develop after surgical procedures 
(especially tonsillectomy) and pneumonia. 
The onset is usually very acute, and the 
patient is exceedingly ill. I have never seen 
a class of patients more acutely sick, and 
recover, than the victims of pulmonary ab- 
scess, prior to its breaking through into a 
bronchus. The physical signs are not char- 
acteristic, and the roentgenograms are not 
pathognomonic. Diagnosis is essentially 
based on previous history, acuteness of 
onset, physical and x-ray evidence, constant 
leukocytosis and, eventually, the liberation 
of foul-smelling pus. 


Pulmonary fibrosis is a condition but re- 
cently recognized. On x-ray study, the 
changes are similar to those of tuberculosis, 
but are more widespread, involving whole 
lung fields. Dyspnea is the predominant 
symptom. 

Lung cancer causes dyspnea out of pro- 
portion to the anatomic damage, and great 
amounts of sputum. All obscure cases, with 
more or less indefinite symptoms and nega- 
tive sputums, should be examined broncho- 
scopically and have lipiodol films made be- 
fore subjecting the patient to a long and 
tedious period of observation. I do not 
mean the patient but slightly ailing, with 
a temperature of 99.2 to 99.6° F. and with 
few or no respiratory symptoms and no 
physical signs. They cause us plenty of 
worry, because we cannot put our diagnostic 
finger on any one thing. The patient I 
have in mind is obviously sick. The sooner 
he is investigated thoroughly, the better. 

Hemoptysis: By far the greater number 
of hemoptyses are still caused by tuberculo- 
sis; others are due to bronchiectasis; some 
to lung abscess (mixed with pus) ; many to 
cardiac disease; in a few the origin is not 
discoverable. 


In aspergillosis and spirochetosis, the 
diagnosis depends on careful examination 
and culture of the sputum. Acute “influ- 
enza,” with temperature of 102 to 104° F. 
and great prostration, is often the onset of 
pulmonary tuberculosis. Influenza should 
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not incapacitate a patient for a month or 
six weeks. Sputum and x-ray examinations 
are in order, if recovery is not prompt. 

PAUL RINGER, M.D. 
Asheville, N. C. 


A 


Continuous Milk Drip in 
Peptic Uleer 


Tue LONGEST PERIOD BETWEEN the taking 
of food occurs during the night. Ulcer pa- 
tients have a large amount of strongly acid 
secretions throughout the night, as con- 
trasted to normal individuals who have little 
or no free acid. Sippy treatment does not 
reduce this nocturnal acidity, and therefore 
does not insure a constant neutralization of 
gastric acidity. Aspiration, alkalies, olive 
oil, and atropine failed to control this hyper- 
secretion. A continuous milk drip provides 
adequate nutrition, fluid, and constant neu- 
tralization. 


Technic: A Rehfuss or thin Levine tube 
is passed into the stomach, preferably 
through the mouth, and connected by a long 
piece of rubber tubing to a gravity flask 
(or an enamel or aluminum quart can), 
with a Murphy drip screw and indicator 
interposed into this system. Milk, with or 
without a teaspoonful of sodium bicarbonate 
to the quart, is permitted to drip into the 
stomach at the rate of 34 drops per minute, 
so that the patient will receive 3 quarts of 
milk a day. After 2 or 3 weeks, or in mild 
cases, the drip is used nocturnally, and 
conventional therapy used during the day, 
over a period of months, often by the pa- 
tients themselves. —— ASHER WINKELSTEIN, 
M.D., in N.Y.S.J.M., Dec. 1, 1937. 


A 


Diagnosing Allergic 
Diseases 


Tue HISTORY is the one most important 
aid to diagnosis; in many cases, it will 
make the diagnosis. The age of onset of the 
initial attack is important, since the younger 
the patient, the greater the likelihood of his 
showing sensitivity to material allergens, 
rather than to bacteria. The time of the 
year in which it occurred is important, for 
if the symptoms occur only during a par- 
ticular season, a pollen excitant is sug- 
gested. The patient should be asked about 
any exciting factor (recent change of occu- 
pation, preceding acute infection, change of 
residence or of dietary habits, or of expo- 
sure to pollen; in females, the relationship 
to menses, pregnancy, or the menopause, 
since any one of these may serve as a pre- 
cipitating factor). 
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“Colds” are not acute infective colds, or 
the ordinary coryza, unless they begin with 
an irritation in the nose; general malaise; 
nasal discharge, at first mucoid, and later 
becoming purulent; and a febrile reaction. 
“Colds” beginning with sneezing, followed 
by watery rhinorrhea, nasal obstruction, 
and possibly cough, with no fever, are more 
likely to be allergic rhinitis, possibly asso- 
ciated with asthma. 

Clinical course: It is important to find 
out if the initial attacks were seasonal at 
the onset, as asthma or coryza frequently 
becomes perennial, and appears throughout 
the year, after they have become well estab- 
lished. 

The attack: If sneezing is followed by 
nasal obstruction, watery rhinorrhea, and 
later by dyspnea, wheezing, and cough, the 
condition is more likely to indicate a specific 
allergic type of asthma than if the history 
is that of cough and expectoration, followed 
by wheezing, which is more commonly the 
history of asthma of bacterial origin. The 
time of the attack is likewise significant, 
since its occurrence at night on going to 
bed, may ind:cate that some factor in the 
bedroom or connected with sleep may be 
responsible; whereas, if the attack occurs 
shortly after a meal, food allergy should be 
suspected.—Louis Turt, M.D., in “Clinical 
Allergy” (W. B. Saunders Co.). 


A 


Miniature Telephone 
Aids Hearing 


Tue BELL TELEPHONE LABORATORIES have 
recently perfccted a new type of hearing 
aid known as the Ortho-Technic Audiphone 
(see Fig. 1), which is actually a miniature 
telephone of modern type, so small and light 


ee 


Courtesy, Western Electric Co. 


Fig. 1:—Ortho-Technic Audiphone (minus the bat- 
tery), with receiver for bone conduction. 


that it can be worn inconspicuously, in or 
under the clothing (see Fig. 2). The deter- 
mination as to whether the “receiver” shall 
be worn in (air conduction) or behind the 
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Courtesy, Western Electric Co. 


Fig. 2:—Showing how the elements of the Audi- 
phone are arranged by a woman (the battery rests 
against the thigh), so that they will be invisible when 
she is fully dressed. (A man’s heavier clothes and 
many pockets make the arrangement easy.) 


outer ear (bone conduction) 
audiometer tests. 

Physicians will confer a real benefit on 
their hard-of-hearing patients by advising 
them to procure a hearing aid and by assist- 
ing them in its selection—and the gratitude 
of patients who have been helped is always 
an asset. 


is made by 


A 


Arteriolosclerosis in 


Childhood 


Arreriovoscierosis is not infrequently 


found in children. We have found two 
marked cases in children 9 years of age, 
both associated with high blood pressure, 
melena, abdominal pain, marked cardiac 
hypertrophy, and death. 

Within the last twenty years it has be- 
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come known also that hypertension is as 
common in nephritic children as in nephritic 
adults, and that many other forms of hyper- 
tension found in the adult may occur, even 
though rarely, in the child. Blood pressure 
determinations should be made a regular 
part of the examination of children, as they 
may provide a clue in the diagnosis of a 
variety of presenting symptom-complexes.— 
H. G. Guitp, M.D., F. B. KINDELL, M.D., 
and T. A. GIBSON, M.D., in Bull. Johns Hop. 
Hosp., Mar., 1938. 


A 


lodolake in Respiratory 
Infections 


Doane the past three years I have used 
a preparation containing 2 percent of sodium 
iodide, a trace of free iodine, and a foreign 
protein, in the treatment of respiratory in- 
fections, by subcutaneous injection. This 
product is being sold under the name of 
Iodolake*. I have made approximately 
12,000 injections. In some cases, this com- 
bination was used alone; in other cases, it 
was used simultaneously with local nose 
and throat treatment. 


I have found Iodolake to be very effective 
in the treatment of diseases of the entire 
respiratory tract, particularly in acute and 
chronic sinusitis, acute and chronic ca- 
tarrhal conditions of the respiratory tract, 
colds, and influenza. 


The immediate effect is a prompt lique- 
faction of mucous secretions of the upper 
respiratory tract, followed by a prolonged 
tonic effect upon the mucous membranes, 
including those of the sinuses. 

A large percentage of acute cases, includ- 
ing the common cold, can be aborted, if 
these injections are given in the early 
stages. The remaining cases are shortened 
and the symptoms markedly alleviated. In 
cases where there is already a watery dis- 
charge, it is generally helpful to prescribe 
a capsule or tablet containing Dover’s pow- 
der and camphor, or atropine, for a few 
doses. Many patients take periodic injec- 
tions as a prophylactic against colds. 

The results obtained in chronic sinusitis 
have been amazing. Many cases of severe 
chronic maxillary infections of several 
years standing were cleared up, as shown 
by x-ray examinations. In cases where the 
ostia are blocked by a deflected septum, 
surgery is needed first. Many cases had 
required salt water irrigations periodically 
for several years. These are no longer 
necessary. In some cases, it is necessary 
to give a long course of treatment. 


Iodolake has been found to be almost a 


*Manufactured by Lakeside Laboratories, Inc. 
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specific in influenza. 


It stimulates the mu- 
cous membrane and raises body resistance. 
The average case will require from two or 
four injections, at forty-eight hour inter- 


vals. In occasional cases, daily injections 
for two or three days should be given. 
Complications like sinusitis and pneumonia 
will be far less frequent. It is also helpful, 
though less dramatic, in the treatment of 
tonsillitis, pharyngitis, allergic and hyper- 
esthetic rhinitis, and acute and chronic 
bronchitis, and is decidedly beneficial in 
acute otitis media and mastoiditis, after 
drainage has been established. 


I have found only two or three patients 
who cannot take this preparation. Even 
those who cannot tolerate iodine by mouth, 
can usually take Iodolake. In cases of sus- 
ceptibility to iodine, the initial dose should 
be given cautiously. A small needle should 
be used, and the pain of injection is in- 
significant. 

C. C. ATKINS, M.D. 

Rushville, Ind. 


a 


State Medicine is poorhouse medicine. 
Tell your patients. 


A 


The Patient's Problem in the 
Treatment of Syphilis 


Tuere is still one blank page in almost all 
the volumes that have been written about 
syphilis control. It is on this page that 
wisdom will be written and the writer will 
be, not ourselves, but the patient. It is he 
who will tell why we don’t stamp out syphi- 
lis. He it is who goes no more for treat- 
ment. He it is who gives the false name; 
who moves to the unknown address; who 
thoughtlessly infects others. He can elude 
our pains, leave our syringes idle, our wait- 
ing rooms empty, and our regulations futile. 

First, we must consider the stigma of the 
diagnosis. Second, the individual may find 
it necessary to quit his trade, if he be a 
food handler, beauty operator, barber, or 
domestic. Domestic upsets may follow; 
marital relations must be suspended; the 
question of previous sexual infidelity must 
be faced; there must be no more pregnan- 
cies for the syphilitic mother; the single 
person must postpone the marriage he had 
planned; the patient must take responsibil- 
ity for arranging the examination of con- 
tacts and exposures to infection—an often 
humiliating business. 


From the standpoint of medical science, 
the treatment of syphilis is a problem that 
has been largely solved, but it is far from 
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simple as viewed by the patient. To be 
sentenced to a year or more of continuous 
treatment is no small matter, especially if 
one’s symptoms disappear in two or three 
weeks. The patient finds that syphilis is 
not the plague that has been so dramatic- 
ally and revoltingly pictured. The symp- 
toms in the earlier stages are so brief and 
non-disabling as almost to discredit the 
physician’s alarming warning. He is not 
tormented by aches or pains; neither does 
he carry scars or disfigurement to remind 
him of the importance of regular treatment. 

At the time of the first treatment, all this 
must be explained to the patient, so that he 
will return regularly—L. B. INGRAHAM, 
Chief Social Worker, in Am. J. Syph., Mar., 
1938. 


A 


Look for FACTS AND COMMENTS among 
the advertising pages at the back. 


A 


Vitamin Treatment of 
Aleoholism 


Tue ALCOHOLIC PATIENT is warned that, if 
he keeps on drinking, he must be committed 
to a mental hospital when delirium tremens 
begins, so that he will be frightened and 
carry out orders. He should be put to bed 
and given a high-vitamin diet (fruit, fruit 
juice, tomatoes, green vegetables, and brew- 
er’s yeast tablets—the latter for vitamin 
B, which is always deficient in alcoholics). 
At night, 1% grains (0.1 Gm.) of pheno- 
barbital are given to insure rest; a shorter- 
acting sedative is not advisable. Five (5) 
units of insulin are given once daily, for 
from one or two weeks, to stimulate appe- 
tite for food. 

After the patient is in better physical 
condition, careful inquiry should be carried 
out as to his previous life, mental conflicts, 
etc., in an attempt to find the cause of the 
drinking. 

Administration of vitamins apparently 
prevents the symptoms of alcohol abstinence 
from appearing.—ERWIN WEXBERG, M.D., in 
South. M. J., Aug., 1987. . 


A 
Childhood Problems* 


i. HAS BEEN SAID that the first hundred 
years are the hardest, but after dealing 
with personal difficulties of people in every 
walk of life, I am beginning to wonder if, 
in reality, it isn’t the first fifteen or twenty 
years which are the hardest. 

The infant, the child, the adolescent, is 


*South. M. & S., Mar., 1938. 
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an ever-changing individual—changing with- 
in himself and to his environment, which, 
too, is forever changing. First of all, he is 
aroused from his peaceful hibernation, in 
which every function is cared for automat- 
ically and, without his consent, is forcibly 
ejected into a cold, noisy, and excited world. 
Sometimes the human being never seems to 
forget the dramatic experience of his birth, 
and upon an occasion when the world be- 
comes too hard and cruel, he turns away 
from it and tries to re-enter his birthplace, 
and says: “Cradles rock us nearer to the 
tombs; our birth is nothing but our death 
begun.” 

The mother should not attempt to “train” 
the baby in sphincter control until the 
pyramidal pathways have developed, or the 
child may soil himself to get her attention 
or may hold feces in order to keep clean, 
and become an over-particular person later 
in life. An over-anxious, over-affectionate 
mother, who provides every comfort and 
eases the deprivations of her child, is instill- 
ing anxiety and reducing his ability to face 
future problems. 

The basic principles of personality reac- 
tions are established during the first six or 
seven years of life by integration of the 
various pathways of the nervous system. 

H. R. MAstTers, M.D. 

Richmond, Va. 


A 


First Aid in Spine Fractures 


Never LIFT the head of an injured person 
until he has told you whether he can move 


his legs or hands. If he cannot move his 
legs, his back is broken. If he cannot move 
his hands, his neck is broken. In both 
cases, the spinal cord is injured. If you 
lift his head to give him a drink of water, 
or fold him up to carry him, you inevitably 
grind the spinal cord between parts of the 
broken vertebrae and destroy any useful 
remnant of the cord which may have 
escaped injury in the original accident. 

When the back is broken, gently roll the 
victim onto a blanket, so that he rests face 
downward. When the blanket is lifted, the 
victim’s back sags, thus removing pressure 
from the spinal cord. 

When the neck is broken, gently roll the 
victim onto a plank, so that he rests face 
upward, and under no circumstances with 
the head tilted forward. This is the best 
position to prevent movement of the frac- 
tured cervical vertebrae. 

If the victim must be carried by hand, 
four first-aiders should form a team—one 
at the victim’s head, another at his feet, the 
others at each hip. While those at the hip 
lift and carry, the others gently pull and 
carry. The traction at feet and head holds 
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the vertebrae apart and prevents their 
grinding against the injured cord. 

When the victim is unconscious, handle 
him as though his neck or back were broken. 
—ByrRon P. STOOKEY, M.D., in Time (through 
Reader’s Digest, July, 1937). 


A 


Sulfanilamide in 
Geonorrhea* 


In 100 hospitalized cases of gonorrhea in 
men, treated with sulfanilamide, apparent 
cures were obtained in 84 percent. In acute 
cases of less than 28 days’ duration, the 
percentage was 76.6 percent; in subacute 
and chronic infections, 97.2 percent. 


Intensive treatment, beginning with 17.77 
Gm. per day, for a limited period, was more 
efficacious than smaller doses over a longer 
period. The drug should be given at 4-hour 
intervals during the period of active treat- 
ment, in order to maintain a uniform con- 
centration in the blood stream. In success- 
ful cases, evidence of therapeutic results 
appears in from 48 tg 72 hours. 

Toxic manifestations of varying severity, 
the commonest being cyanosis, malaise with 
inability to concentrate, headache, moderate 
fever, weakness, anorexia, nausea, vomiting, 
insomnia, and skin eruptions, appear in 
practically all cases, but tend to clear up as 
soon as treatment is stopped. Minor toxic 
symptoms do not seem to call for cessation 
of the treatment. 

Drs. C. J. VAN SLYKE, J. D. THAYER, AND 
J. F. MANONEY, U. S. Public Health 
Service. 

Stapleton, N. Y. 


A 
General Management 


Lacxine appreciation of the importance 
of general management, many people slip 
into ghastly conditions. They will con- 
scientiously take all the medicine we shall 
prescribe; they will accept surgery without 
any, or much, question; but ask a frail lady 
with arteriosclerosis and chronic cold feet 
to wear woolen stockings by day and bed- 
socks at night, and see her face curdle! Or 
advise a merry cardiac gentleman to cease 
smoking, and note the severe contour of his 
jaw! Or urge Mrs. Plumpity to eliminate 
sugars, cream, mayonnaise, and pastry 
from her diet, and note the sudden pallor 
and shock of desperation. 


The values of sleep, rest, fresh air, exer- 
cise, the needed ration of fluid, the dietary 
fitted to the expenditure of heat and energy, 
are recognized, theoretically, by all educated 


*Venereal Dis. Information, Dec., 1987. 
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persons, but if the physician prescribes 
these things, in proper doses and at the best 
hours, they feel that he has departed from 
his science and trodden upon treasured pos- 
sessions all their own. 


The general management of most cases, 
whether confined to bed or ambulatory, is of 
such importance that without it much medi- 
cal and surgical care is unduly prolonged 
or unsuccessful.—CHARLES GOODRICH, M.D., 
in N.Y.S.J.M., Jan. 15, 1938. 


A 


Quick Relief for the 
Quinsy Patient 


Iwcisine a peritonsillar abscess has always 
been a difficult, painful procedure, and is 
not infrequently fruitless. Too often the 
patient does not return for the tonsillectomy, 
but waits until another abscess has occurred. 


In the past ten years, a number of Euro- 
pean otolaryngologists have been carrying 
out tonsillectomy routinely in cases of 
quinsy. American authors are now report- 
ing series of cases, in which the pain is 
entirely relieved in 24 hours and the patient 
is able to take liquids by mouth’. *. *. 


Such a procedure has been criticized, on 
the grounds that it violates the cardinal 
surgical rule, not to incise through nature’s 
protecting wall around an abscess. Ana- 
tomical reflection brings to mind the fact 
that the abscess develops in the tonsillar 
recess, and that the inflammation extends 
out into the pillars. Removing the tonsil 
does nothing more than unroof the abscess, 
permitting free drainage. Dr. Gwinn* ad- 
vises the use of general anesthesia, with 
constant suction being kept up to prevent 
aspiration of pus. Patients on whom both 
the incision and tonsillectomy have been car- 
ried out, prefer the latter. 


R. L. GORRELL, M.D. 
Clarion, Ia. 


A 


Treatment of Acne 


Tue general condition of the acne patient 
should be ascertained, and anemia, malnu- 
trition, and foci of infection should receive 
proper care. The diet should be moderate, 
with elimination of chocolate, cocoa, cheese, 
nuts, iodized salt, and other foods which 
may cause follicular irritation or indiges- 
tion. Constipation should be relieved by 
dietary measures, not laxatives. 


1.—Merica, F. W.: Tonsillectomy As a Cure for 
Peritonsillar Abscess. Arch. Otolaryng., 25:5, 1937. 

2.—Barnhill, John F.: “The Nose, Throat, and 
Ear.” New York: D. Appleton and Co. 1928. 

3.—Gwinn, Clay: Peritonsillar Abscess Treated with 
egies. E. E.N.T. Monthly, (Feb.) 17:23-24, 
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If the skin is oily, the face may be washed 
with soap and hot water several times dur- 
ing the day. At night, a careful soap and 
hot water cleansing is performed, followed 
by soaking or bathing with hot water for a 
few minutes, and then the application of 
lotio alba (which must be fresh) or sulphur 
cream. If insufficient desquamation follows, 
a sulphur and resorcin cream may be used. 


If the acne is of the pustular type, hot 
fomentations of 1:4,000 perchloride of mer- 
cury may be applied for a few minutes at 
night. Staphylococcus toxoid is of consid- 
erable value. X-Ray therapy will alleviate 
almost every case, being of special value in 
acne indurata.—L. ORECKLIN, M.D., in Med. 
World, Jan., 1938. 


A 


Effeets of Benzedrine Sul- 
fate on “Problem” Children* 


Tiunry (30) “problem” children, between 
5 and 14 years old, manifested various be- 
havior disorders, ranging from specific edu- 
cational disabilities to the retiring, schizoid 
type and the aggressive, egocentric epileptic. 
They were observed, without subjective 
questioning, by a special psychiatric nurse 
for a period of 3 weeks. Each child re- 
ceived a daily morning dose of Benzedrine 
Sulfate during the second week, the first 
and third weeks being regarded as control 
periods. Twenty (20) mg. was the usual 
dose, but this was varied according to the 
individual. 


Although these children had been receiv- 
ing the usual intensive training available at 
the Bradley Home, 14 of them, or 47 per- 
cent, promptly responded in a spectacular 
fashion to Benzedrine Sulfate therapy, 
showing marked improvement in speed of 
comprehension and accuracy of perform- 
ance, together with a keen desire for ac- 
complishment. Eight (8) others showed 
some improvement. In all cases improve- 
ment disappeared the first day therapy was 
discontinued. 

In emotional response, 15 children, or 50 
percent, became subdued. Seven (7) of 
these were of the erratic and aggressive 
type, and it is believed that this drug, by 
stimulating the higher centers, may increase 
voluntary control in such cases. Seven (7) 
other children reported a definite euphoria. 
The remaining 8 had varied responses. One 
case of agitation and two cases of anxiety 
were observed. 

In spite of the attractive results obtained 
and the apparent low toxicity of the drug, 
I feel that it is too early definitely to recom- 
mend Benzedrine Sulfate in the general 


*A, J. Paychiat., Nov., 1937. 
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treatment of pediatric behavior problems, 
and that additional studies should be made 
in this field. 
CHARLES BRADLEY, M.D. 
East Providence, R. I. 


A 


Treatment of Spider Bite 
(Arachnidism) 


A ROUTINE plan of treatment for spider 
bite, which has been successful in 43 cases 
in the past 15 years without a fatality, is 
advanced by A. S. Hargis (New England 
Jour. of Med.). It is as follows: 

1.—Hot tub bath for one hour or longer. 
May be repeated once or more often if 
necessary. 

2.—Put the patient to bed; cover well; 
keep warm, preferably with radiant light. 

3.—Morphine, gr. %4 (16 mg.). Repeat 
if necessary. 

4—Calcium gluconate intramuscularly 
(10 cc. of a 10-percent solution). Repeat 
frequently if necessary. 

5.—Dextrose intrayenously (50 cc. of 50- 
percent solution, slowly administered. Re- 
peat if necessary. 

6.—Force fluids. 

7.—Avoid constipation and retention of 
urine. 


A 


Sudden Death 


Hamman, of Johns Hopkins University, 
has recently summarized the natural causes 
of sudden death. Working with the statis- 
tical observations of Bedford, Durck, and 
Koptisch, he draws the following conclu- 
sions: 

1.—Ninety-one (91) percent of sudden 
deaths from natural causes are due to dis- 
eases of the cardiovascular system; that is, 
heart failure, hemorrhage, arterial embol- 
ism, and thrombus. 

2.—Sixty-five (65) percent of all cases 
are due to heart failure; 21 percent to 
hemorrhage; and 5 percent to arterial em- 
bolism. 

3.—Of the deaths from sudden heart fail- 
ure, 65 percent are due to diseases of the 
coronary artery, including syphilitic aor- 
titis; 21 percent occur with valvular heart 
disease; 10 percent with myocardial dis- 
ease; 3 percent with cardiac hypertrophy. 

4.—Syphilis of the aorta is a frequent 
cause of sudden death; it occurs in 20 per- 
cent of all cases due to natural causes. 

Hamman lists the most important natural 
causes of sudden death and their relative 
incidence as follows: Diseases of the cor- 
onary artery, including syphilis, 40 percent; 
aneurysm of the aorta, 12 percent; valvular 
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heart disease, 12 percent; myocardial dis- 
ease, 8 percent; cerebral hemorrhage, 8 per- 
cent; pulmonary embolism, 5 percent; pul- 
monary hemorrhage, 5 percent; all other 
causes, 10 percent.—HAROLD W. MORGAN, 
M.D., in the J. Iowa M. Soc., March, 1937. 


A 


Better Pneumonia Therapy 


Tue TERM, “pneumonia,” has obscured the 
fundamental fact that the disease has a 
varied bacterial cause. Pnewmonia is a 
group of diseases, which differ, sometimes 
considerably, according to the bacteria re- 
sponsible, the clinical course, the diagnosis, 
and the method of treatment. When the 
profession adopts the attitude of making a 
bacteriologic diagnosis as soon as pneumonia 
is suspected, it will have gone a long way 
in successfully combating this disease. 
Another obstacle has been the mistaken idea 
that, when fully developed, nothing could be 
done about it, especially if the patient is a 
child or.an elderly person. 

The symptoms of pneumonia are fre- 
quently pathognomonic; when a patient is 
suspected of having pneumonia, he nearly 
always has it. Pneumonia is not a primary 
disease; either there is a preceding upper 
respiratory tract infection, or resistance has 
been reduced by lack of rest, undernutrition, 
overexposure, or prolonged physical and 
emotional stress and strain. Specific im- 
mune serum (type to be determined by the 
type of pneumococcus found on bacterio- 
logic examination) is the most important 
single agent in the treatment of pneumonia. 
—E. McBripe-DexTer, M.D., and E. L. 
Bortz, M.D., in Pa. M.J., Jan., 1938. 


A 


Look for THE LEISURE HOUR among the 
advertising pages at the back. 


A 


Bladder Diverticula in 
the Poor-Risk Patient 


Tur TREATMENT OF vesical diverticula, in 
patients who are poor surgical risks, has 
presented a most distressing problem. Be- 
cause of the high mortality from diverti- 
culectomy, we have produced better drain- 
age and facilitated circulation of the blad- 
der currents, in these non-draining sacs, by 
enlarging the orifice in its most dependent 
portion. 

A cutting-current diathermy knife is used 
to incise the inferior margin of the orifice 
until the floor of the diverticulum can be 
seen. If the knife is not carried beyond this 
point, and if proper drainage is maintained 
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by an indwelling urethral catheter, there is 
little danger of urinary extravasation. In- 
fected diverticula are usually safer with 
such a procedure, as there is usually much 
perivesical inflammation and fibrosis. This 
procedure can be carried out while remov- 
ing the causative bladder neck obstruction. 
Follow-up roentgenograms reveal that 
drainage of the diverticulum is usually good, 
and the patient’s symptoms are relieved.— 
ROGER BARNES, M.D., and R. T. BERGMAN, 
M.D., in Urol. & Cut. Rev., Jan., 1938. 


A 


Treatment of Hodgkin's 
Disease 


Tue three important symptoms of Hodg- 
kin’s Disease are fever, pruritus, and loss 
of weight. Pruritus depends on the sever- 
ity of the disease rather than on the loca- 
tion, and is little influenced by the usual 
treatment. Menthol, phenol, calamine lo- 
tion, oils and creams, oatmeal and starch 
baths, have been used, with little success. 

Abdominal roentgen-ray therapy will re- 
lieve some cases. Weight loss and inanition 
must be combatted by a diet high in calories 
and vitamins; if necessary, insulin is given 
to produce an appetite. Cough, dyspnea, 
and pain, occurring during the course of 
mediastinal Hodgkin’s disease, are relieved 
by deep roentgen-ray therapy.—H. H. Kasa- 
BACH, M.D., and K. R. McALPIN, M.D., in 
N.Y.S.J.M., Feb. 1, 1938. 
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about 112 pounds, her advanced pregnancy 
practically filled and distended her abdomen. 
There was no perceptible rigidity, but the 
abdomen was generally tender, though gen- 
tle pressure relieved her. 

Her personal history was negative, save 
that she had been operated upon for a rup- 
tured appendix two years previously, and 
had drained for three months following the 
operation. 


Her urine was loaded with acetone and 
diacetic acid, and there was a trace of al- 
bumin. There was also 2.5 percent sugar, 
but the urine for this test had, unfortu- 
nately, been taken shortly after 1000 cc. 
of 5-percent dextrose solution had been ad- 
ministered intravenously. Her blood count 
was normal, save that the leukocytes num- 
bered 30,000 and the neutrophils 74 percent. 
The liver dullness was not obliterated. 

Requirements: Suggest a tentative diag- 
nosis, giving reasons, and treatment. What 
further information would you require? 


Diagnostic FT sees 


Diaphragmatic Hernia 


Epicasraic PAIN, relieved by vomiting, may 
be the most prominent symptom of dia- 
phragmatic hernia. It is usually brought 
on by eating a large meal, and may be asso- 
ciated with dyspnea, cardiac embarrass- 
ment, and nausea or vomiting.—ARTHUR 
BowENn, M. D., in Am. J. S., Jan., 1938. 


A 


Recurrent Hyperthyroidism 


Toxic GOITER may recur after thyroidec- 
tomy, if an incomplete or insufficient opera- 
tion is performed by an inexperienced oper- 
ator; if anatomic variations are not recog- 
nized at the time of operation (aberrant 
thyroid tissue, superior accessory lobes, 
retrotracheal, lateral, and inferior exten- 
sions or substernal lobes) ; or if preparation 
and follow-up care are not thorough.— 
THOMAS YOUNG, M.D., in Am. J. S., Jan., 
1938. 


A 


Rapid Test for Sugar in 
the Urine 


Dror ONE DROP OF URINE on a little Gala- 
test* powder. A gray or black coloration 
indicates an abnormal percentage of sugar. 
The test requires only a few seconds, and 
can have no inaccuracies due to uric acid, 
creatinine, cysteine, quinine, chloral hydrate, 
or impurities. It is based upon the principle 
that bismuth salts can be reduced by sugar. 
—ALEXANDER GALAT, in N. Y. Physician, 
Jan., 1938. 


ad 


Urinary Obstruction 


™ 

Concenrrat CONSTRICTION at the meatus 
is more frequent than any other type of 
urethral narrowing. Simple incision, under 
local anesthesia, will relieve the obstruction. 
Examine every “prostatic” patient for a 
small meatus; its incision may relieve the 
difficulty —J. S. Hyams, M.D., in Am. J. 
Surg., April, 1937. 


*Galutest is distributed by the Denver Chemical Mfg. 
Co., 163 Varick St., New York. 


* 


Cardiac Symptoms of 
Vitamin B Deficiency 


Tuese SYMPTOMS were elicited from a 
group of nutritionally deficient (vitamin 
B) individuals suffering from cardiovascu- 
lar disturbances: Tachycardia with palpi- 
tation; fatigability; dyspnea on exertion; 
cough; edema; orthopnea; and paroxysmal 
dyspnea. On examination, tachycardia, em- 
bryocardia (tic-tac rhythm), systolic mur- 
murs, gallop rhythm, dilated heart, cyano- 
sis, syncope, circulatory collapse and dia- 
stolic murmurs were found, in various 
patients—Soma WEIss, M.D., and ROBERT 
W. WILKINS, M.D., in Ann. Int. Med., July, 
1937. 


A 


Psychic Disorders in 
Diabetes 


IL Is NOT generally known that hyper- 
glycemia may be associated with deranged 
psychic states, which are relieved by insulin 
and proper diet—EUGENE BouDREAU, M.D., 
in N.Y.S.J.M., Oct. 1, 1937. 


A 


Postoperative Wound 
Disruption 


Moore wounds in experimental animals 
disrupted when catgut sutures were used 
than when silk was used. Hypoproteinemia 
has a definite bearing on wound weakness. 
This condition of lowered protein in the 
blood plasma.is quite often present in pa- 
tients subjected to operations on the gastric, 
duodenal, and biliary tracts. Treatment: 
Repeated transfusions and protein hydro- 
lysate administered by proctoclysis.—W. D. 
THOMPSON, M.D., I. S. RAvpDIN, M.D., and 
L. FRANK, M.D., in Arch. Surg., Mar., 1938. 


A 
Night Blindness 


Tue EARLIEST MANIFESTATION of vitamin 
A deficiency, in adults and older children, is 
night blindness (essential hemeralopia).— 
H. JEGHERS, M.D., in Ann. Int. Med., March, 
1937. 
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Deel Therapeutics 


Familiar Devices in 
Infant Feeding 


Tuese ARE FAMILIAR devices in infant feed- 
ing: 

For vomiting: (1) Diminish the quantity 
of food; (2) lengthen the feeding interval; 
(3) reduce the fat content. 

For diarrhea: (1) Reduce the carbohy- 
drates; (2) reduce the fats. 

For constipation: (1) Increase the carbo- 
hydrates; (2) decrease the fats. 

For anorexia: (1) Lengthen the feeding 
interval and decrease the concentration. 

For failure to gain weight: (1) Strengthen 
the formula.—GEORGE ROBERTSON, M.D., in 
Jour-Lan., Oct., 1937. 


A 


Mercurochrome Instillation 
in Obstetries 


Woe THE PATIENT is prepared for de- 
livery, 15 cc. of 5-percent Mercurochrome 
solution is instilled into the vagina. This 
instillation is repeated immediately before 
each vaginal examination, so that there is 
always a pool of Mercurochrome in the va- 
gina and the examining fingers are sur- 
rounded by the antiseptic as they enter the 
cervix. Patients delivered spontaneously 
receive one daily vaginal instillation; opera- 
tive cases receive two daily. Our patients 
are absolutely odorless. This routine is car- 
ried out on home deliveries, also.—L. M. 
MILEs, M.D., in Southw. Med., Sept., 1937. 


A 


Administration of Digitalis 


Wuen possiste, give digitalis by mouth. 
The second choice is by rectum, and the 
third, intramuscularly. The intravenous 
use of this drug is always dangerous, and 
should be used only when the patient has 
had none for a week. A small maintenance 
dose, determined by clinical experiment, may 
safely be taken for months and years. It 
is not necessary to poison the patient and 
then reduce the dose. Determination of the 
dose by body weight is inaccurate ——ROBERT 
L. Levy, M.D., New York City, before Inter- 
national Postgraduate Medical Assembly, 
Oct. 20, 1987. 


* 


Typhoid Vaccine in 
Undulant Fever 


Unovtant FEVER can be promptly cured 
by the intravenous injection of typhoid vac- 
cine, in amounts large enough to bring on 
protein shock—L. R. Koper, M.D., in 
Southw. Med., Sept., 1937. 


- 


Radical Treatment of 
Carcinoma of the Bladder 


Torat CYSTECTOMY is the best method of 
treatment of infiltrating carcinoma of the 
bladder. The ureters are transplanted into 
the sigmoid or into the skin. The latter 
procedure is technically more simple and 
carries a much lower mortality rate, as the 
ureters are often thickened, dilated, and 
infected. The cutaneous ureterostomy is 
comfortable and can be kept clean, despite 
opinions to the contrary.—EDWIN BEER, 
M.D., in A. J. Surg., Oct., 1937. 


A 


Insulin Shock Treatment 
in Schizophrenia 


Twenty-Five (25) percent of schizophrenic 
patients can obtain a remission by shock 
treatment with graduated doses of insulin. 
Recent cases can be relieved much more 
effectively (78 percent). Normally, or with- 
out treatment, only ten percent of schizo- 
phrenic (dementia precox) patients will 


undergo a remission. The more recent the 
onset, the more favorable the prognosis.— 
FREDERICK LEMERE, M.D., in Northw. Med., 
Aug., 1937. 


- 


Relief of Occipital 
Neuralgia 


A SEVERE NEURALGIA at the back of the 
head and neck, in many instances, can be 
relieved when all other means have failed, 
by severing the occipital nerves. A pallia- 
tive remedy is the injection of Novocain 
(procaine) over the seat of the nerve.— 
W. M. BRICKNER, M.D., in “1000 Surgical 
Suggestions” (Surgery Publishing Co.,N.Y.). 
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THE DOCTOR'S STUDY 


View Cooks 


Any book reviewed in these col- 
umns will be procured for our 
readers if the order, addressed to 
CLINICAL MEDICINE AND 
SURGERY, Waukegan, Ill., is ac- 
companied by a check for the 
published price of the book. 


What I want is a disinterested statement of facts for the 
mind to work on.—*O. HENRY.” 


Beckman: Treatment in 
General Practice 


TREATMENT IN GENERAL PRAC- 
TICE. By Harry Beckman, M.D., Pro- 
fessor of Pharmacology at Marquette Uni- 
versity, School of Medicine, Milwaukee, Wis- 
consin. 3rd Edition, Revised and Entirely 
Reset. Philadelphia: W. B. Saunders Co. 
1938. Price, $10.00. 

Beckman’s book may well be termed a 
one-volume library on treatment. Here the 
busy general practitioner may find sum- 
marized the treatment of 90 percent of the 
diseases with which he comes in contact. 

Dr. Beckman’s style has always been 
unique. After combing an immense mass 
of medical literature he has been able to 
condense these observations into practical 
pithy paragraphs. The third edition con- 
tains references to these new subjects: 
Acidosis, Addison’s disease, alkalosis, amen- 
orrhea, anorexia nervosa, celiac disease, 
colon consciousness, dehydration, drug al- 
lergy, hemiplegia, hypomenorrhea, idiopathic 
steatorrhea, infantile diarrhea, insomnia, 
intermenstrual pain, Meniere’s disease, 
menopause, menorrhagia, metrorrhagia, my- 
asthenia gravis, nontropical sprue, nutri- 
tional edema, oligomenorrhea, osteomalacia, 
otitis media and complications,’ paranasal 
sinusitis, phlebitis, physical allergy, pro- 
phylaxis of venereal diseases, renal rickets, 
unstable colon, visceroptosis, and xeroph- 
thalmia. 

The general plan is the same as in the 
two previous editions. Infectious diseases, 
worms and flukes, allergic disturbances, 
obesity and malnutrition, gastro-intestinal 
diseases, diseases of the liver and bile pass- 
ages, respiratory tract diseases, water, salt 
and protein balance disturbances, excessive 
heat disturbances, the anemias, other blood 
disturbances, circulatory disturbances, 


9 


genito-urinary infections and stone, diseases 
of the nervous system, skin diseases, acute 
poisoning and burns, are discussed in that 
order. 

Dr. Beckman’s tone is that of healthy 
skepticism. He attempts to evaluate the 
newer treatments in a fair manner, balanc- 
ing the proved facts against claims made 
by the workers. He believes that the less 
common endocrine disturbances should be 
treated only after consultation with a spe- 
cialist. Full details of treatment are given 
with regard to each disease. A more valu- 
able book for the general practitioner can- 
not be imagined. 


A 


Hutchison and Hunter: 
Clinical Methods 


% 

CLINICAL METHODS: A Guide to the 
Practical Study of Medicine. By Robert 
Hutchison, M.D., LL.D., F.R.C.P., Consult- 
ing Physician to the London Hospital and 
to the Hospital for Sick Children, Great 
Ormond Street; and Donald Hunter, M.D., 
F.R.C.P., Physician-in-Charge of Out-Pa- 
tients, to the London Hospital. New York: 
Paul B. Hoeber, Inc., Medical Book Depart- 
ment of Harper and Brothers. 10th Edi- 
tion. 1938. Price, $4.50. 

One wishes-that one had had this vest- 
pocket volume for reference when one was 
first assigned to the study of patients. 
Within its covers one finds relevant, concise 
information on history-taking, physical ex- 
amination, and laboratory procedures. If 
one symptom or physical sign baffles one, 
help can be found quickly by looking it up 
in the index. 

Even after being in practice for a number 
of years and having a considerable library 
for reference, most physicians will find that 
this little book contains much condensed in- 


90 














June, 1938 





formation in regard to diagnosis. Each 
system of the body is considered from the 
standpoints of physical examination and 
appropriate laboratory tests, the latter 
being described in detail. 

Technic for the performance of intra- 
dermal tests (Schick, Dick, tuberculin), 
bacteriologic examinations of various ex- 
creta and pus, examination of the orifices, 
examinations of blood, and many other 
clinical and laboratory tests, are described, 
with 165 illustrations and color plates to 
make clear to the eye different types of 
organisms, blood cells, et cetera. 


A 


Magner: Hematology 


A TEXTBOOK OF HEMATOLOGY. By 
William Magner, M.D., D.P.H., Pathologist, 
Saint Michael’s Hospital, Toronto, Canada; 
Lecturer in Pathology, ying at A of To- 
ronto; Formerly Lecturer in Pathology, Uni- 
versity College, Cork, Dublin. Philadelphia: 
a Blakiston’s Son & Co., Inc. 1938. Price, 
4.50. 


At long last, a readable, even enjoyable, 
book on diseases of the blood, which can be 
understood and used by the general prac- 
titioner, is available. The work is designed 
especially for him, and does not contain the 
voluminous minutiae which obscure the im- 
portant facts for which he is looking, the 
excessively rare diseases he will never see, 
and the records of research which have no 
clinical application. 


No attempt is made to furnish an atlas, 
for Dr. Magner believes, as do many others, 
that the physician who has a clear concep- 
tion of blood formation will be able to make 
a better diagnosis than one who must look 
at colored plates until he sees something 
similar. The plates of the red and white 
cells are well drawn and colored, and repre- 
sent cells stained with Wright’s stain, which 
is the common dye in use. Blood films are 
displayed, which are representative of each 
of the various blood diseases. 

The discussion contains many clinical 
references to diagnosis and treatment. Iron- 
deficiency anemia may be wrongly diagnosed 
as pernicious anemia which failed to re- 
spond to liver therapy. Many mistaken 


diagnoses of “neurasthenia” would not be 
made, if a mild iron-deficiency anemia were 
corrected. 


A 


Burt: Mental Deficiency 


Tue SUBNORMAL MIND. By Cyril 
Burt, M.A., D.Sc. (Oxon.); Professor of 
Psychology, University of London. Second 
Edition. London: Oxford University Press. 
1937. Price, $5.00. 

Physicians interested in a group of con- 
nected problems in social and psychologic 
medicine—the problems of the subnormal 
mind, especially as it concerns the diagnosis 
and treatment of children who are mentally 
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subnormal—will find much that is stimu- 
lating here. 


“Between the normal and subnormal there 
is no sharp line of cleavage. Hence it is 
hardly possible to understand the various 
forms of mental subnormality without know- 
ing first the normal mind.” Dr. Burt warns 
that we cannot divide minds into normal 
and insane; that, just as in physical medi- 
cine, the typical examples of disease condi- 
tions are the exception, and that also we 
wish to diagnose and treat early, before the 
condition is fullblown. 


It is well for those who must come in 
contact with the sick to remember his 
aphorism, “Every patient, just because he is 
a patient, inevitably becomes more or less 
neurotic.” He refers to the mental aspect 
of physical illness. 

Throughout the chapters on various as- 
pects of the subnormal mind, cases are pre- 
sented which the general practitioner may 
find himself confronted with at any time, 
including hysterical manifestations, delin- 
quency, mental deficiencies, and neuroses. 


A 


Kracke: Clinical Pathology 


CLinicaL PATHOLOGY. Edited by Roy 
R. Kracke, B.S., M.D., Professor of Path- 
ology, Bacteriology, and Laboratory Diag- 
nosis, Emory University School of Medi- 
cine, Atlanta, Ga., and Eleven Assistants. 
Baltimore: Wm. Wood & Co. 1938. Price, 
$6.00. 


Clinical pathology has come out of the 
laboratory and has become a welcome ally 
of the physician in his daily practice. No 
longer do physicians order “a complete 
laboratory examination,” without under- 
standing what procedures should be carried 
out or how the results should be interpreted. 


Kracke, well known to the profession by 
virtue of his original studies on agranu- 
locytosis, has secured the assistance of 
eleven southern pathologists, bacteriologists, 
and internists in writing a treatise on clin- 
ical pathology. 


The physician will note that the book has 
been well organized into separate chapters, 
which discuss the physician’s laboratory, the 
technic of preparing and examining blood 
films, blood-cell counts, hemoglobin exami- 
nation, laboratory tests in the diagnosis and 
management of hemorrhagic diseases, anemia 
and polycythemia, white-cell disorders, ex- 
aminations of urine, feces, sputum, cerebro- 
spinal fluid and blood (chemical tests). Dr. 
George Herrmann contributes an interest- 
ing chapter on “Laboratory Examinations 
in General Practice.” Many of these pro- 
cedures may be carried out by the average 
physician without the need of expensive 
apparatus. 


Clinical pointers accompany the text, add- 
ing to its value and interest. The signifi- 
cance of the color index is explained thus: 
“The color index in a normal person is one 
(1.0), thus indicating that the erythrocytes 
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carry their normal amount of hemoglobin. 
. .. A color index of 0.6 implies that the 
average red cell carries only 60 percent of 
its normal quota of hemoglobin and that the 
oxygen carrying capacity of the blood is 
functioning at only 60 percent efficiency. 
The amount of hemoglobin is the single 
most accurate measurement of the oxygen 
carrying capacity.” 


A 


Hawk and Bergeim: 
Physiologic Chemistry 


PRACTICAL PHYSIOLOGICAL CHEM- 
ISTRY. By Philip B. Hawk, M.S., Ph.D., 
President of Food Research Laboratories, 
New York City; and Olaf Bergeim, M.S., 
Ph.D., Associate Professor of Physiological 
Chemistry, University of Illinois College of 
Medicine, Chicago; in Collaboration with 
Bernard L. Oser, Ph.D., Director Z Food 
Research Laboratories; and A. G. Cole, 
Ph.D., Assistant Professor of Physiological 
Chemistry, University of Illinois College of 
Medicine, Chicago. Eleventh Edition. 1937. 
Philadelphia: P. Blakiston’s Son and Co. 
Price, $8.00. 

Hawk and Bergeim’s text has been a 
standard for many years. Revised to in- 
clude the most recent advances and issued 
in a very practical cover, this eleventh edi- 
tion is worthy of its predecessors. 


The same style of discussion, followed 
by laboratory tests, is carried out in the 
present volume. The sections deal with 
Vitamins and Deficiency Diseases, Enzymes 
and their Actions, Endocrine Organs, Pro- 
tein Metabolism, Fat Metabolism, Carbo- 
hydrate Metabolism, Inorganic Metabolism, 
Salivary Digestion, Gastric Digestion, Pan- 
creatic Digestion, Intestinal Digestion, Bile, 
Putrefaction and Detoxication, Blood and 
Tissue Analysis, and the section on Teeth. 
Professors J. B. Collip and D. L. Thomson, 
of McGill University, rewrote the chapter on 
Endocrine Organs. The section on Vitamins 
and Deficiency Diseases is especially inter- 
esting. 


- 


Gask and Ross: Surgery of 
the Sympathetic System 


THE SURGERY OF THE SYMPA- 
THETIC NERVOUS SYSTEM. By George 
E. Gask, C.M.G., D.S.O., F.R.C.S. (Eng.), 
Emeritus Professor of Surgery, University 
of London; Consulting Surgeon, St. Bar- 
tholomew’s Hospital, and J. Patterson Ross, 
M.S. (Lond.), F.R.C.S. (Eng.), Professor 
of Surgery, University of London; Surgeon 
and Dwrector of the Surgical Unit, St. Bar- 
tholomew’s Hospital. Second Edition. 
Baltimore: William Wood and Co. 1987. 
Price, $4.50. 


The most difficult task in connection with 
operations on the sympathetic nervous sys- 
tem is to decide what disease conditions will 
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be benefited by sympathectomy. This second 
edition summarizes the results obtained by 
the authors and other neuro-surgeons in the 
treatment of circulatory disorders, visceral 
motor mechanisms, and pain connected with 
menstruation, vesical function, renal pain, 
and angina pectoris. It is interesting to 
read that Raynaud’s disease may very well 
be an organic arterial disease, as contrasted 
to the original theory of arterial spasm, 
which is still supported by workers at the 
Mayo Clinic, and that it will be only par- 
tially benefited by sympathectomy. Multiple 
rheumatoid arthritis is often benefited b 
sympathectomy. 

The discussion throughout is of a very 
conservative nature, and cases are recited 
to prove points. The modest estimate of the 
end-results contrasts markedly with those 
given by enthusiastic physicians in this 
country. Presacral neurectomy is advocated 
as a successful treatment for severe pri- 
mary dysmenorrhea. 


A 


Ordway and Gorham: 
Diseases of the Bleod 


Tue DIAGNOSIS AND TREATMENT 
OF DISEASES OF THE BLOOD. By 
Thomas Ordway, M.D., Professor of Medi- 
cine, Albany Medical College, and Physician- 
in-Chief, Albany Hospital; and L. W. 
Gorham, M.D., Clinical Professor of Medi- 
cine, Albany Medical College, and Associate 
Physician, Albany Hospital, Albany, N. Y. 
Revised by Raphael Isaacs, M.D., Associate 
Professor of Medicine, University of Michi- 
gan and Assistant Director of Simpson 
Institute, Ann Arbor, Michigan. New York: 
Oxford University Press. 1937. Price, 
$8.00. 


This volume is reprinted from the excel- 
lent “Oxford Monographs on Diagnosis and 
Treatment,” and presents the same clear 
type face and excellent printing. 


It is interesting to the general practi- 
tioner because it presents diseases of the 
blood from the practical, clinical stand- 
point, and also furnishes enough of the 
pathogenesis and morbid anatomy to indi- 
cate the reasons for treatment. The physi- 
cian is cautioned to think of the possibility 
of a blood disease when confronted with: 
(1) enlargement of the lymph nodes or 
spleen; (2) hemorrhage into tissues or from 
organs of the body; (3) anemia; or (4) 
throat lesions (particularly of the mem- 
branous or ulcerative type). 


The authors remark that a few pernicious 
anemia patients who do not respond com- 
pletely to liver therapy may improve re- 
markably after receiving large doses of iron. 
It is possible that some of these patients are 
really suffering from hypochromic micro- 
cytic anemia. Transfusions are contraindi- 
cated in pernicious anemia, unless the pa- 
tient is moribund, as there seems to be 
evidence that such administration of blood 


may result in the patient’s becoming liver- 
resistant. 
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The authors repeatedly emphasize the fact 
that fever may appear during the course of 
blood diseases, especially leukemia, perni- 
cious anemia, and aplastic anemia. 


Dr. Blackfan contributes a section on 


anemias of childhood. Nutritional anemia 
due to lack of iron-containing food and per- 
sistence of a milk diet in infancy is dis- 
cussed and its simple treatment (vegetables, 
iron and ammonium citrate, fruits) outlined. 
The colored plates and clinical photographs 
are of excellent quality. 


A 


Gutman: Supplement to 
New Drugs 


THREE YEAR SUPPLEMENT TO NEW 
MODERN DRUGS. By Jacob Gutman, 
M.D., Phar.D., F.A.C.P., Director, Brook- 
lyn Diagnostic Institute. New York: The 
American Journal of Surgery, Inc. 1938. 
Price, $2.50. 


Those who have Gutman’s “Modern Drug 
Encyclopedia and Therapeutic Guide,” which 
was reviewed in “C.M.&S.” for August, 
1934, on page 396 (and all practicing clin- 
icians ought to have it for daily reference), 
will be sure to want this compact supple- 
ment, in order to bring the former highly 
useful volume up to date. Here are listed 
and described, with all the information 
given in the “Encyclopedia,” all the newer 
drugs which have been included in the 
eleven supplemental brochures which have 
been issued from time to time, and some 
others, so that all is neat and shipshape for 
furnishing much knowledge in a minimum 
of time. 


A 


Lund: Greek Medicine 


GREEK MEDICINE. One of a Series of 
Primers on the History of Medicine. 
Fred B. Lund, M.D., Boston, Mass. New 
York: Paul B. Hoeber, Inc., Medical Book 
Department of Harper and Brothers. 1938. 
Price, $2.00. 

Those of us who feel that we present-day 
physicians know more than any of the prac- 
titioners who have preceded us, will do well 
to read this interesting book. 


Hippocrates, “The Father of Medicine,” 
is revealed as a keen, careful student of 
disease process. Certain of his descriptions 
of disease have never been surpassed, nota- 
bly those on the course of contagious dis- 
eases and the appearance of the face in 
generalized peritonitis. He did not allow 
himself to be drawn into the error of at- 
tempting to make very meticulous diagnoses 
from varying symptoms, as did the physi- 
cians of the school of Cnidos, who estab- 
lished a classification of a multiplicity of 
diseases which “were really nothing more 
than varieties of a few basic diseases which 
produced certain symptoms in one place and 
others in another.” 
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In the second century, Soranus of Ephesus 
minutely described menstrual disturbances, 
displacements of the uterus, metritis, nym- 
phomania, vaginal atresia, and many other 
conditions of the female generative organs, 
and indicated treatment, including injec- 
tions with a syringe. Apparently there 
were no virgins to be found in Rome during 
those carefree days, as he does not record 
any female patients as having a hymen. 


And so on goes the book, as it delves into 
the fascinating story of magic and medicine 
and mysticism. The physician who would 
be humble in regard to his present knowl- 
edge and proud of his profession might keep 
this handy work on his bedside table, or any 
other volumes of the inexpensive Clio Medica 
series, which are of value in that they add 
to the physician’s culture and usefulness as 
a human being. 


A 


Tredgold: Mental Deficiency 


A TEXT-BOOK OF MENTAL DE- 
FICIENCY. By A. F. Tredgold, M.D., 
F.R.C.P., F.R.S.E., Lecturer on Mental De- 
ficiency, London University; Consulting 
Physician, University College Hospital, 
London. Sixth Edition. Baltimore: Wil- 
liam Wood and Company. 1937. Price, 
$7.50. 

The first few pages of this monograph 
are among the most interesting that I have 
ever read. Dr. Tredgold endeavors to de- 
fine the limits of normality, as applied to 
mental development. In the process, he 
demonstrates that the usual yardsticks—the 
educational or school standard and the psy- 
chologic limits of mentality—do not provide 
an accurate measurement of the “normal- 
ity” of an individual’s mentality. He believes 
that the most important test is the biologic 
one, and thus defines mental deficiency or 
amentia as “A state of incomplete mental 
development of such a kind and degree that 
the individual is incapable of adapting him- 
self to the normal environment of his fellows 
in such a way as to maintain existence inde- 
pendently of supervision, control, or exter- 
nal support.” 

The importance of such a_ statement 
should be obvious to every physician who is 
called on, now and again, to express an 
opinion regarding the mentality of a child 
or adult. Jt is simple to apply, and avoids 
the tests that would classify one-fifth of our 
present population as mentally deficient. 
The boy who learns a simple trade and is 
able to carry on through life will never 
write a book, sing a song, or paint a pic- 
ture, but he will not be judged mentally 
deficient. 

Throughout the book, the author presents 
his subject in an interesting manner and 
one which is easily intelligible to the aver- 
age physician. “It is only necessary to set 
defective school children to draw, build 
bricks, or make colored patterns, to see that 
they follow the same stereotyped plan and 
show none of the originality of which the 
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normal child is capable.” “It is interesting 
to note that even many of the milder de- 
fectives find it easier to express their ideas 
by a crude drawing than by a written 
word.” 

Under the title of “Idiots Savants,” are 
recounted the interesting histories of indi- 
viduals who were capable of highly artistic 
endeavors or of feats of mental arithmetic, 
and yet were, in other ways, less mentally 
capable than a child of six years. 

The author believes that the great ma- 
jority of mentally defective patients can 
be helped only by systematic, special train- 
ing, but that an occasional individual may 
be helped by surgical or medical measures 
(elevation of a depressed fracture, surgical 
treatment of hydrocephalus, et cetera). 
Apparently Great Britain is burdened 
with many fraudulent practitioners, as he 
inveighs against them for wasting the par- 
ent’s money and the patient’s time, which 
might be better used. R. L. G. 


A 


Bell: Pathology 


WPATHOLOGY. Edited by E. T. Bell, 
M.D., Professor of Pathology, University of 
Minneapolis, Minn., and Five Assistants. 
412 Illustrations. Philadelphia: Lea & 
Febiger. 1938. 3rd Edition. Price, $9.50. 

After being in practice for a number of 
years, many physicians feel that they have 
traded a solid knowledge of pathology for a 
mental collection of clinical facts and 
fancies. If pathology is not understood, the 
diagnosis and therapy become empiric, and 
change with each passing medical fad. 

Bell’s text presents pathology as a clin- 
ical study. Disease is made understandable 
by discussions of practical applications. 

Dr. Bell’s suggestions on the performance 
of the biopsy are of great value, as they 
insure a correct diagnosis by the patholo- 
gist. His classification of ovarian cysts 
should be read by every surgeon. 

The general practitioner can take a home 
postgraduate course in modern pathology 
by reading one chapter a week. 
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Grant: A Method of Anatomy 


A METHOD OF ANATOMY. By J. C. 
Boileau Grant, M.C., M.B., Ch.B., F.R.C.S., 
(Edin.), Professor of Anatomy in the Uni- 
versity of Toronto. Baltimore: William 
Wood & Co. 1937. Price, $6.00. 

This book makes one wish that one were 
a medical student again. There would be 
no more memorizing of dry names. Instead, 
there would be sketching of anatomic re- 
gions and consideration of anatomic units 
as a whole. 

Dr. Grant does not describe bones as a 
thing apart, because “their markings, lines, 
and ridges tell a story which can only be 
interpreted . . . by reference to the soft 
porte that surround and find attachment to 
them.” 
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The diagram illustrating the basic anat- 
omy of the arm is a masterpiece of sim- 
plicity and condensation. At a glance we 
can see (and easily remember) how force 
is transmitted up the arm irom a fall on 
the hand and why the clavicle breaks. 

The surgeon would do well to read Grant’s 
brief words on the “Pectoralis Minor as the 
central landmark of the axilla,” before per- 
forming any operation on the breast or 
axilla. 

Clear line drawings (564 of them) bring 
out the salient points of anatomic structure 
and function, and their clinical usefulness. 

Any person who studies, examines, or 
operates on the human body will learn much, 
and that quickly, with the aid of this book. 
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Niemoeller: Men Past 
Forty 


Mien PAST FORTY. By A. F. Nie- 
moeller, A.B., M.A., B.S., Author of Ameri- 
can Encyclopedia of Sex, etc. New York: 
Harvest House. 1938. Price, $2.00. 

This is another book discussing the con- 
dition of the middle-aged man, largely as 
regards his sexual potency. While not so 
good as some others which are available, it 
still contains a good many helpful sugges- 
tions for the physician, as well as for the 
patient, though this and some other similar 
volumes seem to be especially intended for 
laymen, else why devote space to a rudi- 
mentary discussion of the anatomy of the 
male and female genital organs, which every 
physician knows far better than it can be 
presented in a few pages? 

The physician who wants to gain the co- 
operation of an intelligent impotent patient 
by instructing him regarding the basis of 
his trouble, might find this small book useful 
for that purpose. 
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Sutherland: Malnutrition 


Mi atnutTritIon, THE MEDICAL OC- 
TOPUS. By John Preston Sutherland, M.D., 
Sc.D., Dean Emeritus, Professor of Anat- 
omy (21 years), Professor of Theory and 
Practice (20 years), in Boston University 
School of Medicine; Editor of New England 
Medical Gazette; Past President Interna- 
tional Homeopathic Congress; Member Edi- 
torial Board of the New England Journal 
of Medicine. Boston: Meador Publishing 
Company. 1937. Price, $3.00. 

Dr. Sutherland believes that defective nu- 
trition is responsible for physical disease, a 
thesis which will not be disputed by any 
reasonable person. As he states, the nutri- 
tion of the pregnant woman is a vital factor 
in the proper development of the fetus. His 
belief that the milk of each species is of 
most value only to the young of that species 
(cow’s milk for calves, etc.) is based on the 
quantitative and qualitative differences in 
the various types of mammalian milks. By 
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comparing statistics, he endeavors to show 
that artificial milk feeding is responsible 
for much disease and mental defects. 
Throughout the book there is a surplus 
of ideas, many novel and stimulating, others 
stereotyped “health” observations, which are 
presented upon a groundwork of seemingly 
irrelevant figures and quotations from med- 
ical sources. One old friend, the “natural 
selection” hypothesis (that the animal in- 
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stinctively selects foods which will supply 
all his needs), has been disproved by plac- 
ing a number of assorted foods before dogs 
and observing their unintelligent response. 
The physician, accustomed as he is to 
reading literature which proves its claims, 
will be disappointed after studying this 
work, even though he feels that many of 
the statements will some day be confirmed 
by careful observation. -L.G 
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The following books have been received in this office and will be reviewed 
in our pages as rapidly as possible. 


PEDIATRIC SURGERY. By Edward C. 
Brenner, A.B., M.D., F.A.C.S. Philadelphia: 
Lea & Febiger. 1938. Price, $10.00. 

EAT AND KEEP FIT. By Jacob Buck- 
stein, M.D. New York: Emerson Books, 
Inc. 1938. Price, $1.00. 


HISTOLOGICAL TECHNIQUE. For 
Normal Tissues, Morbid Changes and the 
Identification of Parasites. By H. M. Carle- 
ton, M.A., B.Sc., D.Phil.; and E. H. Leach, 
M.A., B.Sc. Chapters VI and VII in Col- 
laboration with Frederic Haynes, M.A. 2nd 
Edition. New York: Oxford University 
Press. 1938. Price, $7.25. 

DER RHEUMATISMUS. Volume 5, Die 
Pathologische Anatomie des Akuten Rheu- 
matismus. By Professor Dr. Hermann 
Chiari. Dresden und Leipzig: Verlag von 
Theodor Steinkopff. 1938. Price, RM 6.—. 

ACTINOMYCOSIS. By Zachary Cope, 
B.A., M.D., M.S. Lond., F.R.C.S. Eng. New 
York: Oxford University Press. 1938. 
Price, $7.25. 

PLAY AND MENTAL HEALTH. Prin- 
ciples and Practice for Teachers. By John 
Eisele Davis, M.A. New York: A. S. 
Barnes and Company. 1938. Price, $2.50. 


PRACTICAL CLINICAL GYNECOL- 
OGY. By Henry C. Falk, M.D., F.A.C.S. 
New York: American Journal of Surgery. 
1938. Price, $5.00. 


DER RHEUMATISMUS. Volume 4, 
Atmospharisches Geschehen und Witter- 
ungsbedingter Rheumatismus. By Dr. phil. 
nat. Emil Flach. Dresden und Leipzig: 
Verlag von Theodor Steinkopff. 1938. Price, 
RM 7—. 

A HISTORY OF WOMEN IN MEDI- 
CINE. From the Earliest Times to the 
Beginning of the Nineteenth Century. By 
Kate Campbell Hurd-Mead, M.D. Haddam, 
a The Haddam Press. 1938. Price, 
6.00. 


INTERNSHIPS AND RESIDENCIES. 
In New York City, 1934-1937. Their Place 
in Medical Education. Report by the New 
York Committee on the Study of Hospital 


Jean Alonzo 
New 
1938. 


Internships and Residencies. 
Curran, M.D., Executive Secretary. 
York: The Commonwealth Fund. 
Price, $2.50. 

PHYSIOLOGICAL AND CLINICAL 
CHEMISTRY. By William A. Pearson, 
Ph.C., M.D., Ph.D., Phar.D., Sc.D., LU.D.; 
and Joseph S. Hepburn, A.M., B.S. in Chem., 
M.S., M.D., Ph.D. 2nd Edition, Thoroughly 
Revised. Philadelphia: Lea & Febiger. 
1938. Price, $5.50. 

HEALTH INSURANCE. The Next Step 
in Social Security. By Louis S. Reed. New 
York and London: Harper & Brothers, 
Publishers. 1937. Price, $3.00. 


THORACIC SURGERY. A Revised and 
Abridged Edition of Sauerbruch’s Die Chi- 
rurgie Der Brustorgane. By Ferdinand 
Sauerbruch and Laurence O’Shaughnessy, 
F.R.C.S. Baltimore: William Wood & 
Company. 1937. Price, $13.50. 

REGULATIONSPRUFUNG DES 
KREISLAUFS. By Professor Dr. F. Schel- 
long. Dresden und Leipzig: Verlag von 
Theodor Steinkopf. 1938. Price, RM 11. 
—, paper bound; RM 12.50, cloth bound. 


DIE PHYSIOLOGISCHE UND KLIN- 
ISCHE BEDEUTUNG DES BLUTAM- 
MONIAKS. By Dr. Lazar Stanojevic.. With 
a Foreword by Dr. Franz Volhard. Dresden 
und Leipzig: Verlag von Theodor Stein- 
kopff. 1938. Price, RM 6.—. 


CLINICAL CHEMISTRY IN PRACTI- 
CAL MEDICINE. By C. P. Stewart, M.Sc. 
(Dunelm.), Ph.D. (Edin.); and D. M. Dun- 
lop, B.A. (Oxon.), M.D., F.R.C.P.E. 2nd 
Edition. Baltimore: William Wood & Com- 
pany. 1937. Price, $4.00. 


ATHLETIC INJURIES. Prevention, 
Diagnosis and Treatment. By Augustus 
Thorndike, Jr.. M.D. Philadelphia: Lea 
& Febiger. 1938. Price, $3.00. 


SEX SATISFACTION AND HAPPY 
MARRIAGE. By the Reverend Alfred 
Henry Tyrer. Foreword by Robert L. Dick- 
inson, M.D. New York: Emerson Books, 
Inc. 1938. Price, $2.00. 
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A New Office Sterilizer 


A new steam-pressure sterilizer, made of 
heavy cast aluminum and equipped with 
nickled brass fittings, petcock, automatic 
safety valve, and a steam-pressure gage 
(pictured above), is now available at a 
reasonable price. The removable tray con- 
tained in it is large enough (12 inches in 
diameter and 18 inches deep) to sterilize 
all the articles which need to be so treated 
in a busy physician’s office, or even a small 
operating room. 


A 


Use our reader service department 
“Send for This Literature.” 
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“Death Begins at Forty” 


Tue BASIC REASONS for America’s shame- 
ful automobile accident record in 1937 were 
“too much speed and too little courtesy,” ac- 
cording to a new and handsome brochure 
entitled, “Death Begins at 40,” just issued 
by the Travelers Insurance Company. The 
booklet presents a complete analysis of last 
year’s traffic accidents, based on official 
figures from the 48 states. 

This graphically presented information 
ought to be studied by every person who 
drives a motor car, and to make this easy, 
anyone who sends a request to the Com- 
pany, at Hartford, Conn., or to any of their 
agents, will receive one or more copies free. 


Syphilis and the General 
Practitioner 


Every PRACTICING CLINICIAN, especially 
general practitioners, must assume responsi- 
bility for diagnosing syphilis and taking 
the proper steps. 

To make this as easy as possible, the U. S. 
Public Health Service has prepared a re- 
markably helpful brochure entitled, “The 
Diagnosis of Syphilis by the General Practi- 
tioner,” which may be obtained by sending 
the paltry sum of ten cents to The Superin- 
tendent of Documents, Washington, D. C. 
This booklet should be worth from ten to 
one hundred dollars, or more, to every cli- 
nician who will study it and put its sugges- 
tions into practice. Send for your copy 
today! 

From the same source, any physician can 
procure excellent illustrated leaflets for use 
in educating his patients, entitled, “Syphilis; 
Its Cause; Its Spread; Its Cure.” Include 
an extra five cents for one of these, and 
then order them in quantity, for wide dis- 
tribution, at $1.00 per hundred. 
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List of Scientific Books 


Sprmat-sounp CATALOG No. 6, listing and 
describing chemical bacteriological, pharma- 
ceutical, medical, engineering, electrical and 
general scientific, and other technical books 
of all American and British publishers, 
offered to technical workers by the Chemical 
Publishing Co. of N. Y., Inc., 148 Lafayette 
St., New York City, is now ready and will 
be mailed to any chemist, engineer, scien- 
tist, or professor sending 10c in stamps or 
coin to cover mailing. This catalog elimi- 
nates the necessity of filing and looking 
through catalogs of many technical publish- 
ers, thus saving a great deal of time and 
effort. 


A 


Homeopathic Meeting 


Tue American Institute of Homeopathy 
will hold its annual meeting in Philadelphia, 


Pa., June 12 to 16, inclusive, 1988. Full 
information may be obtained from the Sec- 
retary of the Institute, Dr. Arthur W. 
Records, Franklin, Ind. All homeopathic 
physicians should be there. 
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